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SOME PECULIARITIES OF THE CLINICAL ASPECT OF 
PITYRIASIS ROSEA 
Pityriasis rosea was first described in 1860 by the French author 
Gibert and represented as a morbid entity sui generis. This universally 


recognized dermatosis has retained its morphologic independence up to 


the present time. Only in the course of the following decades was the 


classic clinical description of Gibert amplified by the addition of some 
more or less essential features. As such a feature I must first desig- 
nate the “plaque primitive” (initial plaque) described by Brocq in 1887. 
Attention has been called, particularly by English scientists, .o the fact 
that pityriasis rosea not only manifests itself by typical lesions of 
delicate pink, oblong-ovoid in shape and with central desquamation, 
arranged along the lines of skin cleavage, but may be characterized by 
primary lesions of another kind. Thus Pringle, Little, Adamson and 
others have observed the vesicular type of the eruption. Rille was one 
of the first to call attention to nodules and urticaria-like lesions, espe- 
cially in the nuchal region and on the back. After him a series of other 
authors (Voerner, Hallopeau, Gastou and Pontoizeau) made similar 
observations.'. A case of pityriasis rosea characterized by a predomi- 
nantly papular exanthem suggested the idea that led me to the discovery 
if the etiology and pathogenesis of this dermatosis.* Kiess * mentioned 
lesions resembling urticaria and erythema exudativum multiforme. 

From the Mycologic Laboratory of Dr. T. Benedek. 

Based on a paper read before the Eleventh Annual Meeting of the British 
\ssociation of Dermatology and Syphilology in Bristol, England, July 2, 1931. 
The paper was illustrated by a large number of living cultures, photographs and 
photomicrographs. It is only possible to reproduce here a few of those shown. 

* The first part of this publication is to be found in the Arcuives or Der- 
MATOLOGY AND SYPHILOLOGY, October, 1931, p. 557. 

1. Pieck, E.: Handbuch f. Haut- und Geschlechtskrankheiten, Berlin, Julius 
Springer, 1928, vol. 7. 

Benedek, T.: Schizosaccharomykid, Dermat. Wehnschr. 86:536, 1928. 

3. Kiess, O.: Dermat. Wehnschr. 88:425, 1929. 
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I myself have seen, among others, typical lichenoid and lichen ruber 


planus-like lesions. 

The relation of classic pityriasis rosea to certain diseases of the 
palms and soles in the clinical picture of pityriasis rosea is of peculiar 
interest. Such diseases are exceedingly seldom met with in classic 
pityriasis rosea. Here, too, English authors were the first to point out 
these rare and peculiar interrelations. This is true of the observations 
of Colcott Fox (one case), Graham Little (one case), Weiss, Lane, 
Showman (six cases on the palm, one case on the sole), Kiess (one 
case) and of my observations of four cases.‘ This deviation from the 
“normal” of the primary lesions of pityriasis rosea has to be considered 
as elicited by the constitution of the host, resulting in a peculiar form of 
reaction of the integument to the same etiologic noxious agent. 

However, great as was the complex of details that were added to the 
classic picture of pityriasis rosea after Gibert’s epoch and that, as it 
were, rounded off the clinical picture exhaustively, in the course of 
seven decades they have not brought the investigator nearer te the 
object of search: the solution of the problem of the etiology and patho- 


genesis of this mysterious dermatosis. 


GENERAL ETIOLOGY AND PATHOGENESIS OF SCHIZOSACCHAROMYCOSIS 

I trust that I may be able to show at once that a direct solution of 
the etiologic and pathogenic aspects of the problem of pityriasis rosea, 
per se, was quite impossible up to the time of my investigations, since 
pityriasis rosea, though a clinical entity in the strictly morphologic 
acceptation of the term, belongs etiologically and pathogenically to a 
morphologic cycle of phenomena all of which—widely as they differ 
from one another in their clinical aspects and course—can be traced to 
a single common etiologic source. 

This most peculiar, and in human pathology thus far quite unknown, 
common source of many diverse dermatoses, among which pityriasis 
rosea is only a single manifestation with a well circumscribed, definite 
course, is the constant endoparasitism of Schizosaccharomyces hominis 
in Homo sapiens. This parasite is, at all events, transmitted from the 
mother to the fetus in utero, transplacentally. This fact was evidenced 
by tests of the blood of the umbilical cord in six hundred and fifty-seven 
cases. Immediately after ligation the blood of the cord was placed in 
a definite sterile, citrated solution suggested by me, and immediately 
centrifugated. The leukocyte layer produced by this procedure con- 
tained Schizos. hominis microscopically and—much more frequently— 
culturally in variable amounts. 


4. Benedek, T.: Schizosaccharomykid mit pityriasiformen und pompholyci- 
formen Effloreszenzen (Pityriasis rosea Gibert und Pompholyx Hutchinson), 
Dermat. Wchnschr. 90:633, 1930. 
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The number of cases that I have so far explored for a constant 
endoparasitism in extra-uterine life exceeds four hundred. It comprises 
persons with healthy skins and others afflicted with various dermatoses. 
Here, too, Schizos. hominis has been found in a large number of cases. 
\s to the age of the patients tested postnatally, my series covers the 
enormous space of time of seven decades. 

Keil® tested eighty-four persons for the presence of Schizos. 
hominis in the blood stream by the aid of my method of centrifugation, 


the subjects having been chosen indiscriminately from among the 


patients at the University Clinic of Leipzig (Professor Rille). The 
identification of Schizos. hominis in the blood was successful at the first 
culture in all of the eighty-four patients. 

The biologic interrelation (the latent infection) between the micro- 
organism, Schizos. hominis Benedek, 1927, and the macro-organism, 
Homo sapiens, within the compass of this constant endoparasitism is 
characterized by its unstable equilibrium. When this unstable equi- 
librium is disturbed by certain factors the nature of which is completely 
unknown at the present time, the micro-organism can get the upper 
hand, so that the blood stream is flooded with the parasites. Once the 
circulation is crowded with them, there occurs in the integument, by 
the deposition and fixation of the parasites, one of a cycle of erythemato- 
squamous dermatoses—schizosaccharomycosis. One of these is pity- 
riasis rosea, in thorough accordance with the description that I have 
given. 

Therefore, all the cutaneous manifestations that result from this 
constant endoparasitism, owing to the flooding of the integument with 
the parasites by a strictly hematogenous infectious route, may be con- 
sidered as projections of this constant endoparasitism on the outer 
surface of the integument. 

Though the multifarious dermatoses that are to be looked on as 
projections of this constant endoparasitism all arise by the hematogenous 
infectious route, they may be divided into two groups according to their 
clinical incidence and course on the outer surface of the integument. 
\mong these projections of the endoparasitism, it is easy to distinguish 
(a) mycosis forms and (/) mycide forms. One chief representative 
of the mycosis forms is the widespread condition of schizosaccharo- 
mycosis, viz., Unna’s seborrheic eczema. <A further description of the 
mycosis forms, however, will not be given. These forms are clinically 
characterized in the main by their extremely chronic course. This is 
not true of the mycide forms. On the contrary, these are fulminating 
and of short duration. One of the mycide forms is pityriasis rosea 
of Gibert. 

5. Keil, E., in discussion of Benedek: Ueber Schizosaccharomycose: Eine 
Synthese, Tr. Eighth Internat. Congr. Dermat. & Syph., Copenhagen, 1930, p. 566. 
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I can therefore define pityriasis rosea of Gibert as a dermatosis of 
mycide type (schizosaccharomycide) due to the constant endoparasitism 
of Schizos. hominis and produced by a hematogenous infectious route. 


SURFACE AND DEPTH PARASITOLOGY OF THE LESIONS OF 
PITYRIASIS ROSEA 

The more or less abundant scaly masses of the lesions of pityriasis 
rosea show a difference in the number of germs (surface parasitology ) 
which varies in accordance with these factors: duration of the exan- 
them, external treatment and the previous hygiene of the skin. If the 
exanthem is fresh and has not been submitted to external treatment, 
and if the hygiene of the skin has been well maintained, the scaly 
masses of the pityriasiform lesions are almost constantly sterile (on 
my culture medium: 8 per cent dextrose agar, py 7.2, at 27 C.*). 

It happens, however, though seldom, that Schizos. hominis can be 
cultivated even from the scaly masses. From the initial exanthem 
Schizos. hominis is commonly obtained as the “blood type” (figs. 1 
and 2); later, from an exceedingly scaly exanthem already on the 
decline, as the “skin type” (fig. 3). At any rate, the number of the 
cultivable colonies obtained is very small, because in schizosaccharo- 
mycosis, broadly speaking, only those samples of Schizos. hominis can 
be found and culturally visualized (by cultures of skin scales) that 
leave the vascular system and circulating blood and, through dermis 
and epidermis, arrive at the superficial horny layer of the epidermis 
in the external world, thus escaping the destructive immune powers of 
the macro-organism. 

If the exanthem of pityriasis rosea has reached its height, has begun 
to scale off strongly or has even been “treated,” cultures of the scales 
may show a promiscuous surface flora. Thus one encounters all sorts 
of yeasts (cryptococci, yeasts with mycelia), varying as to color, form 
and strain, bacteria (cocci, Sarcinae, particularly streptococci, etc.) and 
molds (Penicillium glaucum, Aspergillus glaucus, Aspergillus niger, 
Mucoraceae, etc.). Accurate microscopic examination of each indi- 
vidual colony may reveal Schizos. hominis also—perhaps in association 
with other germs—but for the most part the germs of Schizos. hominis 
succumb in their struggle for life. 

One can say, on the whole, that the scaly masses of the lesions of 
pityriasis rosea are sterile or poor in Schizos. hominis, since this para- 


6. Benedek, T.: Bemerkungen zum Zuchtungsverfahren des Schizosaccharo- 
myces hominis, Benedek, 1927: I. Die Primarkultur (das makroskopische Bild), 
Dermat. Wchnschr. 87:1203, 1928; II. Die Primarkultur (das mikroskopische Bild), 
ibid. 88:585, 1929; III. Die direkte Blutkultur, Acta dermat.-venereol. 12:38, 
1931; IV. Die indirekte Blutkultur (Cantharidinblasenmethode ), ibid. 13:146, 1932. 
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site is destroyed in the combat with the macro-organism in the integu- 


ment, especially in the deeper layers of the lesions themselves. 

Microscopically, blood smears from the slightly scraped-off lesions 
of pityriasis rosea show Schizos. hominis scattered singly or lying free 
between the red blood cells in small or in large masses, or abundantly 
phagocytosed by macrophages. In addition to intact specimens of the 
parasite, one can also find others in various stages of progressive 
decomposition or breakdown. This picture is illustrative of the para- 
sitology of the deeper part of a lesion. 

These parasitologic observations in the depth of the lesions of pity- 
riasis rosea show clearly why Schizos. hominis can so seldom be cultured 
from the lesions. Most of these organisms are already broken down 
to such an extent, or at least their vitality is damaged to such a degree, 
that they are no longer capable of vegetation when transplanted to an 
artificial culture medium. 


3 


Fig. 1.—Schizos. hominis, in “blood type”-forms from a colony, the size of a 
lentil, of a primary three day culture of scaly masses of the lesions of pityriasis 
rosea (8 per cent dextrose agar, 27 C.). Native smear without staining. The 
small coccoid and rodlike forms of the parasite are notable. The patient was a 
woman (no. 700), 28 years of age; the exanthem was three days old. Zeiss Phoku: 
obj. oil immersion, apochromat 42 (100 *) + H6, 2X. 

Fig. 2——Schizos. hominis: a native smear, without staining, from the first sub- 
culture of the strain described in figure 1 (8 per cent dextrose agar, 27 C., twenty- 
four hours old). The parasite shows much larger rodlike forms, still of blood type. 
Zeiss Phoku: obj. oil immersion, apochromat 42 (100 *) + H6, 2 X. 

Fig. 3.—Schizos. hominis: smear vitally stained with toluidine blue, from a 
colony of a primary culture of scaly masses of the lesions of pityriasis rosea (8 
per cent dextrose agar, 27 C., forty-eight hours old). The patient was a man 
(no. 814), 42 years of age; the exanthem was thirty-three days old. The parasites 
are shown in characteristic “skin type” forms. Zeiss Phoku: obj. oil immersion, 
apochromat 142 (100 «) + H6, 2 &. 


ETIOLOGY AND PATHOGENESIS OF PITYRIASIS ROSEA 
The conditions required for the genesis of a mycide are: (a) the 
presence of a primary mycotic focus as a source of parasites endowed 
with the potential faculty of invading the blood stream; (b) the pre- 
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existence in the skin of a specific allergy to the parasite due to the 
primary mycotic focus, and (c) the deposition of the parasite in the 
already allergic integument by the hematogenous, infectious route. 
Hence the existence of a mycide will be proved when one is able to 
show: (1) the primary mycotic focus, (2) the specific allergy, (3) the 
parasite in the circulating blood (figs. 4 and 5), (4) the parasite in 
the cutaneous lesions produced by the hematogenous, infectious route 
(figs. 6 to 9) and (5) the possibility of the production, clearing up or 
interruption of the development of the corresponding dermatosis through 


the specific allergen (schizosaccharomycin). 


Fig. 4—Schizos. hominis, from the contents of a cantharidin blister over a 
lesion of pityriasis rosea, after twenty-four hours, without culture, on the third 
day of the exanthem; a direct smear of the contents stained by May-Grunwald- 
Giemsa’s method. The patient was a woman (no. 1244), 21 years of age. Besides 
mononuclear and polymorphonuclear leukocytes there are some typical vegetative 
forms: in a and c, rodlike, in process of division; in b, round, yeastlike and begin- 
ning to disintegrate. The parasite in a is spore-bearing ; the spores are bright and 
unstained. Large Zeiss horizontal: obj. oil immersion, apochromat Ye (100 x) 
oc. 8 &, 36.9 cm. 


All these conditions were completely fulfilled in my researches as 
shown by the following results : 


1. The existence of the primary mycotic focus in human beings 1s 
proved by the fact that the constant endoparasitism of Schizos. hominis 
has been demonstrated. It is a remarkable and peculiar feature that 


this mycotic focus does not occur on the outer surface of the integu- 
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ment, but has its seat in the interior of the body (liver?). This feature 
affords a great difference from the trichophytids. A certain analogy 
may, on the contrary, be found in lichen scrofulosus, which occurs in 


pulmonary tuberculosis without a visible, external, primary “mycotic” 


focus. 

2. On the basis of my accurate investigations already published and 
fully corroborated again and again by my further experiences, the 
integument of every human being is allergic to Schizos. hominis. This 
allergy is easy to prove by the intradermal test with schizosaccharomycin 


as suggested by me. 


Fig. 5.—Schizos. hominis, from the contents of a cantharidin blister over a 
lesion of pityriasis rosea, after twenty-four hours, without culture, on the third 
day of the exanthem; a direct smear of the contents stained by May-Grunwald- 
Giemsa’s method. The patient was a woman (no. 1244), 21 years old. There is 
a microphage (polymorphonuclear) inside a great heap of parasites in chain, coc- 
coid and diplococcoid forms embodied by phagocytosis and in the process of entire 
disintegration. Large Zeiss horizontal camera: obj. oil immersion, apochromat 
Yo (100 &), oc. 8 &, 36.9 cm. 


The youngest patient with pityriasis rosea who came under my 
treatment was 12 months of age. This child showed the adult type 
of allergy to schizosaccharomycin. This deserves to be stressed par- 
ticularly because patients afflicted with another form of schizosaccharo- 
mycosis, viz., a “mycotic form,” show no allergy during the first five 
vears, and from the fifth to the eighth year only slight allergy. It is 
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not until the tenth year that the adult, fully developed type of allergy 
to schizosaccharomycin is met with in any human being with or without 
actual clinical manifestations of schizosaccharomycosis. In_pityriasis 
rosea, on the contrary, the allergy of the integument to schizosaccharo- 
mycin can be shown at the earliest age. 

The allergization of the integument by the allergen schizosaccharo- 
mycin is most peculiar. It is dependent on the sensitization of the 
epidermis by the parasite—here Schizos. hominis—which is carried into 
the epidermis by the hematogenous, infectious route, broken down and 
killed there. This process sets in at once after birth and evolves con- 
tinuously or discontinuously, fluctuating quantitatively in all cases within 
very wide limits, first of all and in the main on the scalp. The clinical 
expression of this breaking down of Schizos. hominis in the epidermis 
of the scalp is pityriasis capitis. For this reason I assumed, at the 
outset of my investigations, that a true representative of the “primary 
mycotic focus” was pityriasis capitis. This assumption has since proved 
to be erroneous. 

When there is an exanthem of pityriasis rosea, and an intradermal 
test is carried out by the injection of 0.1 ce. of my schizosaccharomycin, 
there appears after twenty-four hours a strong local reaction charac- 
terized by a reactive halo about 6 by 8 cm. in size, burning, reddened, 
elevated and sometimes presenting strong infiltration, and also by a 
papule about 10 by 15 mm. in size, round and hard, with sporadic 
pustules or central necroses. This reaction is uniform and constant. 
The reactive halo then disappears on the third or fourth day, whereas 


the papule remains almost unaltered for days, Weeks or even months. 


The general reaction is more rarely met with. It expresses itself 
subjectively by lassitude and slight headache, and objectively by rises 
in temperature, the highest of which, as far as I have been able to 
ascertain, was to 37.6 C. (99.7 F.). 

Of great moment are the focal reactions on the lesions. They may 
manifest themselves following an intradermal injection of schizosac- 
charomycin in three different forms. Most frequently the exanthem 
of pityriasis rosea disappears entirely at the end of from one to three 
days. In the second form, which is far less frequent than the first, the 
exanthem undergoes an extremely severe exacerbation within twenty- 
four hours. The eruption increases in areas already affected and also 
in hitherto intact ones (latent mycide foci). But in these cases, too, 
the exanthem is seen to disappear suddenly; there is as sharp a fall 
within one or two days in the curve portraying its course as there had 
been a rise when the exanthem was increasing. The third form of 
focal reaction is a sudden interruption of the evolution of the exanthem 
without any trace of exacerbation or abrupt disappearance. One notes 
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only that the clear, pink, succulent lesions fade within twenty-four 


hours, lose their succulence and assume a dirty, livid yellowish color. 
Profuse scaling sets in. The clearing up of the exanthem requires 
more time. 

These three forms of focal reaction, which can neither be predicted 
nor brought about, are as much a function of the constitution of the 
patient as are the various forms of lesions at variance with the “normal” 
(urticarial, vesicular, lichenoid, papular or resembling erythema multi- 
forme or lichen planus), which cannot but be interpreted as different 
kinds of response to the same noxa. 


Fig. 6—Schizos. hominis, in blood smear from the bleeding points after scratch- 
ing the “primary patch” (“plaque primitive” of Brocq) in the left infraclavicular 
fossa, in a case of pityriasis rosea in a woman (no. 1490), 25 years of age; the 
exanthem was fourteen days old. The smear stained with May-Grtinwald-Giemsa’s 
method. The parasites, visible in a small heap, are in entire coccoid disintegration. 
Zeiss Phoku: obj. oil immersion, apochromat 42 (100 *) + H6, 2 &; afterward 


two times linear enlarged. 


3. When the blood of a patient with a fully developed exanthem of 
pityriasis rosea is cultivated by means of the “centrifugation method” 
that I have suggested, or when the contents of cantharidin blisters are 
smeared out like a specimen of blood and stained according to the May- 
Griinwald-Giemsa method, without cultivation, one can establish that 
the blood is full of Schizos. hominis. It is noteworthy that in this 
Stage, at the height of the exanthem, no trace of phagocytosis can, as 


a rule, be detected. 
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If one repeats the blood test after the exanthem has been cleared 
up by an intradermal injection of schizosaccharomycin and the integu 
ment has again become intact, one may establish that Schizos. hominis 
has practically disappeared from the circulating blood. In stained 
specimens from the contents of cantharidin blisters, some parasites 
may be detected after a painstaking search. Phagocytosis, on the con- 
trary, is seen in full activity. In each field of vision of the specimen 
there are from 2 or 3 to 8 macrophages literally stuffed with parasites. 
They are found in the macrophages in various stages of disintegration. 

4. I have also succeeded indubitably in identifying Schizos. hominis 
in its vegetative forms in the lesions of pityriasis rosea. When the 
lesions are slightly scraped and the first blood drops are streaked out, 
lege artis, in the form of a blood specimen and stained by the May- 
Griinwald-Giemsa method, individual or even small clusters of from 
20 to 50 parasites in well preserved vegetative forms can be seen 
between the celis, viz., blood corpuscles, macrophages and microphages. 
With these are also seen parasites in the most varied stages of break- 
down and destruction, as the vegetative rods undergo fragmentation, 
being resolved into diplococcoid and coccoid forms, and at last being 
atomized in the lesions. Frequently, however, no free extracellular 
vegetative forms of the parasites are visible in the smear, but only 
phagocytosed individuals, chiefly in macrophages, also in the most 
various stages of progressive breakdown in the cytoplasm. 

From what has thus far been stated, it appears that any parasitologic 
test, both of the blood and of the lesions, should be done prior to the 
allergy test, or prior to the therapeutic use of schizosaccharomycin. 

Schizos. hominis disappears from the circulating blood after the 
clearing up of the exanthem as abruptly as it previously appeared there 
before the exanthem was seen. It is hardly too much to say that there 


is a quantitative interrelation between the number of parasites in the 
circulating blood and the extent of the exanthem on the integument. 

If one has to deal with an extensive exanthem involving nearly the 
whole integument, the parasite is found in the specimen in fields sug- 


gestive of layers of micro-organisms as at times seen in cultures. 
When the exanthem is characterized only by a slight rash on the integu- 
ment, the number of parasites detectable in the circulating blood is also 
a great deal smaller. 

These statements concerning the number of the parasites in the blood 
stream in relation to the extent of the exanthem on the integument lead 
to the discussion of the pathogenesis of the exanthem of pityriasis rosea 
in general. 

Pathogenically, the “plaque primitive’ 
Brocq in 1887 does not by any means hold an exceptional place as com- 


, 


(initial plaque) described by 
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pared with the subsequent “common” lesions of pityriasis rosea. The 


so-called “plaque primitive” is neither essential for, nor possibly char- 
acteristic of, pityriasis rosea. 

On extensive study of the literature I found that among a total of 
1,334 cases of pityriasis rosea Brocq’s “plaque primitive” was encoun- 
tered only 386 times (28.93 per cent + 6.93). Furthermore, stress 
must be laid on the fact that of this sum total of “plaques primitives” 
from 55 to 88 per cent occurred at the level of the shoulder girdle. 

Through most accurate parasitologic researches on the “plaque 
primitive’ I have obtained evidence that the initial plaque owes its 


Fig. 7.—Schizos. hominis in a blood smear from the bleeding points after 
scratching the lesions of pityriasis rosea. The patient was a boy (no. 1543), 13 
years of age, with an exanthem about eight days old. The smear was stained by 
May-Grtinwald-Giemsa’s method. A large heap of short rodlike parasites in vege- 
tative form are seen. In the center of the heap at the right there are some large 
parasites in yeastlike form, already in the course of disintegration. Zeiss Phoku: 
obj. oil immersion, apochromat 42 (120 *) + H6, 2 *; afterward two times 


linear enlarged. 


origin to the transportation of Schizos. hominis from the blood stream 
to the specifically allergic integument in the same way as any subse- 
quent lesion is produced; in Brocq’s “plaque primitive’’ itself—just as 
in other lesions of pityriasis rosea—Schizos. hominis can be identified 
in its vegetative forms or in the various stages of progressive disinte- 
gration (fig. 6). 
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It is not, moreover, mere chance that the initial plaque, provided it 
exists, is located in two thirds of the cases at the level of the shoulder 
girdle. As appears from the statistics adduced, but hitherto unpub- 
lished, it is no mere chance that the general exanthem of pity- 
riasis rosea involves the trunk predominantly or exclusively in from 
60 to 95 per cent of the cases. As a matter of fact, my careful clinical 
and statistical investigations have shown that the outbreak, dissemi- 
nation and course of this exanthem follow Mayerhofer’s* universal 
biologic rule of fractionated saturation as much as does the exanthem 
of measles. Mayerhofer’s theory is traceable to Pirquet’s theory con- 
cerning measles. Pirquet principally established the rule that the sooner 
the area concerned can be reached by the arterial blood and the more 
abundantly this blood is supplied, the sooner are the measles reactions 
conspicuous. 

Owing to the constant endoparasitism of Schizos. hominis in Homo 
sapiens, and in consequence of the developing specific allergization of 
the integument from the first moment of postnatal life, every person 
is in general a potential candidate for the development of pityriasis 
rosea. This is true of only a scant percentage of the total of the various 
dermatoses. The “conditions,” the “exciting causes,” that on the one 
hand cause the circulating blood to be flooded with Schizos. hominis 
and that on the other hand lead to a particular one of the numerous 
possible forms of reaction are in all probability entirely different, but 


” 


at present are far from being known. 

Hence, when Schizos. hominis is carried into the circulating blood 
from its constant endoparasitic focus (liver?), it enters first those 
arteries which supply the skin with blood and spring immediately or 
indirectly from the subclavian or innominate arteries. As can be shown 
by the statistics on the seat of Brocq’s “plaque primitive,” the first 
Schizos. hominis in the skin allergic to the micro-organism will there- 
fore be fixed at the level of the shoulder girdle (supraclavicular and 
infraclavicular fossae), the occurrence of an initial macula being due 
to this fact only. 

If, on this first discharge of Schizos. hominis, the number of para- 
sites that have invaded the blood stream is relatively small, the 
organisms that have passed the first “girdle zone’ may be killed 
(agglutination, phagocytosis) in the course of their further transit 
through the blood stream before the allergic skin has been given the 
opportunity of capturing them. 

When only a few schizosaccharomycetes get into the circulation at 
the beginning of the condition, this may give rise to initial maculae 
(in about 28.93 per cent + 6.93 of the cases). Until the next discharge 


7. Mayerhofer: Ztschr. f. Kinderh. 38:244, 1924. 
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of the parasites into the circulating blood occurs, a period of variable 


duration may elapse, Brocq’s incubation period. 

With the next invasion such large numbers of parasites may get into 
the circulation that not nearly all of them can be captured in the first 
“girdle zone,” but they are carried along by the blood stream much 
farther. Thus they can still come into the allergic skin from peripher- 
ally branching-off cutaneous arteries and be anchored there. However, 
schizosaccharomycetes carried along in this way are also captured at the 
level of the trunk (in about from 60 to 95 per cent of all cases they 
remain on the trunk only), and the single individuals, perhaps still 


Fig. 8.—Schizos. hominis, in a biood smear of a lesion of pityriasis rosea. The 
smear is taken from the same patient as in figure 7, but from a different lesion; 
May-Griinwald-Giemsa’s method was used. A large heap of parasites shows the 
normal, rodlike, vegetative forms, both single ones and others in the course of 
division. Over them and scattered to the right there are some parasites in large 
yeastlike, coccoid or diplococcoid form in the process of disintegration. Zeiss 
Phoku: obj. oil immersion, apochromat 42 (120 *) + H6, 2 *; afterward two 
times linear enlarged. 


circulating, will then be killed in the blood stream in distal parts of 
the body. 

Even when the circulation is flooded at one time with large 
numbers of Schizos. hominis, enough of them are swept into the 
most distal parts of the skin to provoke an exanthem—on the limbs. 
For all that, the limbs are much less densely and severely involved 
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than the trunk, even in cases of total generalization of the exanthem, 
because the causative agents have not been able to take the long 
“journey” with impunity, most of them having been captured ‘near 
the aorta,” and part of them having been killed in the circulating blood. 
Therefore, relatively small numbers arrive at the distal parts of the 
skin ; they rarely reach the most distal parts. For this reason the “pity 
riasiform’’ exanthems are so rare on the hands and feet. 

With the exanthems, such as those in almost 70 per cent of the 
cases dealt with here, there is no possibility of the occurrence of an 
“initial plaque,” because the discharge of the parasites into the circu- 


Fig. 9.—Schizos. hominis, in a blood smear of a lesion of pityriasis rosea. The 
smear is taken from the same patient as in figures 7 and 8, but from a different 
lesion; May-Gritinwald-Giemsa’s method was used. A large heap of parasites 
shows almost exclusively the large yeastlike forms of Schizosaccharomyces hominis 
in the entire process of disintegration. Over the large heap to the left there are 
still normal vegetative rodlike forms. Zeiss Phoku: obj. oil immersion, apochromat 
Wyn (120 &*) + H6, 2 &; afterward two times linear enlarged. 


lation takes place in such massive numbers that all the parasites that 


have reached the circulation are not captured “near the aorta,” and 
enough of them remain for further transportation by the blood. This 
is at the same time the explanation of the absence of an “initial plaque” 
in the overwhelming majority (70 per cent) of cases and of the absence 
of an initial macula when the exanthem spreads eruptively. 
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In the “formes frustes” (J. Jadassohn) of pityriasis rosea, in which 
the exanthem remains limited to a single “initial plaque” or to several— 
from three to five lesions—exceedingly few of the schizosaccharo- 
mycetes enter the circulation. 

It appears from my statements, on the basis of my elaborate para- 
sitologic investigations of the circulating blood and lesions in eighty 


patients, that Brocq’s “plaque primitive” has no particular significance, 


contrary to Brocq’s assumption on the basis of clinical observations only. 

Zesides it will be understood, from the foregoing statements, that the 
relationship between the initial macula and the generalized exanthem 
of pityriasis rosea is not the same as that between a primary syphilitic 
lesion and the secondary exanthem that it gives rise to. Both the initial 
macula and the generalized exanthem occurring after a certain period 
of incubation of varying length owe their origin to the dissemination of 
Schizos. hominis in the allergic skin by the hematogenous infectious 
route. 

With the aid of E. Mayerhofer’s rule of fractionated saturation 
not only the mechanism of the typical origin and course of the exan- 
them, but the complete reversal of such an exanthem—viz., the eruption 
of the exanthem peripherally in lieu of near the aorta—can be explained 
satisfactorily. I recently reported a case of this type.* 


COINCIDENCE OF BOTH MYCIDE FORMS OF SCHIZOSACCHAROMYCOSIS : 
PITYRIASIS ROSEA OF GIBERT AND POMPHOLYX 
OF HUTCHINSON 

\s briefly as possible the relationship between classic pityriasis rosea 
and certain diseases of the palms and soles will be discussed. 

In order to prove the typical “pityriasiform’” lesions of the trunk 
to be allied to the “dyshidrosiform,” “pompholyciform” lesions of the 
palms and soles, all authors have so far used the same arguments: 
the simultaneous occurrence and disappearance of pompholyciform 
lesions of the palms and soles with pityriasiform lesions of the trunk 
and the remaining, eventually involved, parts of the body. As _ not 
extraneous I must emphasize a feature that has not yet been stressed 
with due force. This applies especially to the question of the chrono- 
logical order of the appearance of pityriasiform and pompholyciform 
lesions. Do the typical pityriasiform lesions perhaps occur first, fol- 
lowed by the pompholyciform lesions on the palms and soles or 
inversely ; or do both kinds appear at the same time? So far as can 
be gathered from the publications of several authors, probably all 
combinations occur. 


8. Benedek, T.: Syphilis and Pityriasis Rosea, Urol. & Cutan Rev. 35:218, 
1931. 
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I have proved in several articles ® that the “pityriasiform’’ lesion 


on the integument in the classic pityriasis rosea of Gibert and the 
pompholyciform lesions—the classic pompholyx of Hutchinson—ar: 
etiologically and pathogenically equivalent and identical types, since 
both of them etiologically owe their origin to Schizos. hominis exclu 
sively, while pathogenically both of them develop by the hematogenous 
infectious route through the dissemination of Schizos. hominis from 
the circulating blood into the specifically allergic skin. 

The only difference between these two mycide forms of schizo- 
saccharomycosis manifests itself in the clinical picture by the form of 
the primary lesions and their location; their etiology and pathogenesis 
are identical. At one time a hematogenous infectious dissemination 
of Schizos. hominis produces the classic picture of pityriasis rosea of 
Gibert, and at another time that of Hutchinson’s pompholyx. The 
cause of the difference in localization (pompholyciform lesions occur 


Fig. 10.—Schizos. hominis, in a smear of the contents of two different subcorneal 
sago grainlike vesicles of the palm of the right hand in a woman (no. 1162), 33 
years of age, in whom pityriasis rosea of Gibert and pompholyx of Hutchinson 
developed at the same time; the exanthem was twenty-one days old. The smear 
was stained with May-Griinwald-Giemsa’s method. 1, a chain of the rodlike para- 
site in normal, vegetative form; B, a chain of the same parasite from another 
closed lesion of the palm in the process of disintegration, showing large yeastlike 
iorm. Zeiss Phoku: obj. oil immersion, apochromat 42 (120 *) + H6, 2 &. 


almost exclusively on the palms and soles; pityriasiform lesions, on the 
whole of the integument with the exception of the palms and _ soles) 
remains just as obscure as do the analogous conditions in the trycho- 


phytids. 

9. Benedek, T.: Schizosaccharomycosis pompholyciformis, Dermat. Wehnschr. 
89:1355, 1929; 90:633, 1930. Benedek, T., and Greif, U.: Beitrag zur Kenntnis 
und Therapie des pompholyciformen Schizosaccharomykids, Dermat. Wehnschr. 90: 
166, 1930. Benedek, T.: Weitere Untersuchungen tiber die Aetiologie, Pathogenese 
und Therapie des pompholyciformen Schizosaccharomykids (Pompholyx Hutchin- 
son), Dermat. Ztschr. 60:58, 1930. 
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Unfortunately, I must abstain from discussing the second mycide 
form of schizosaccharomycosis. I shall say only that I have succeeded 
in obtaining evidence of all the conditions underlying the mycide nature 
of the lesions, for the first mycide form, pityriasis rosea of Guibert, 
and also for the second form, Hutchinson’s pompholyx. Thus | have 
especially been able to show that the circulating blood is flooded with 
Schizos. hominis during pompholyciform exanthems; that in pomphe 
lyciform lesions Schizos. hominis in its vegetative forms is free or 
phagocytosed in the contents of the vesicles (fig. 10); that there is a 
specific allergy, and that pompholyciform exanthems can be cleared 
up or exacerbated just like the pityriasiform exanthem by the specific 


allergen (schizosaccharomycin ). 





IMMUNOBIOLOGIC INTERRELATIONS 
To conclude, there are still some questions of importance intimately 
connected with the immunobiology of the human being who is constantly 
harboring the endoparasite Schizos, hominis. 

From this point of view, the following questions must be asked: 
1. What about the superficial parasitology? 2. What about the deep 
parasitology of the scaly masses, viz., the lesions of pityriasis rosea? 
3. Is pityriasis rosea transmissible, or, broadly speaking, is it elicitable 
through the specific allergen—schizosaccharomycin—in a subject who 
does not show the least sign of pityriasis rosea—not even Brocq’s 
“plaque primitive’’—at the time of the experiment? 4. Does pityriasis 
rosea, like a trichophytid, result in true immunity either absolute or 
lasting for many years, or can it recur repeatedly during the patient's 
life? 

l and 2. Regarding the superficial and deep parasitology of the 
lesions, what is worth knowing has already been mentioned in con- 
nection with the immune power of the macro-organism. 

3. Pityriasis rosea is not transmissible. On the whole, no one form 
of schizosaccharomycosis can be produced experimentally (my negative 
results at Leipzig, those of Engelhardt and his co-workers at Giessen, 
those of Bruhns and Alexander in Berlin and those of F. Reiss at 
Shanghai), because in every human being there is an immunity against 
superinfection with Schizos. hominis owing to a constant endopara- 
sitism. Though a superinfection by Schizos. hominis constantly 
occurs (at home, at the barber's), the person nevertheless remains 
symptom-free. 

The several forms of response in schizosaccharomycosis (mycosis 
and mycide forms) and the several types of lesions (pityriasiform, 
papular, vesicular, urticarial, nodular, lichenoid, etc.) are, no doubt, 
independent of the individuality of the several strains of Schizos. 
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hominis, depending wholly on the individuality of the patient himself, 
This explains, too, why conditions concealed by the constitution and 
the varying temperament of different persons cannot be demonstrated. 

Nor can the exanthem of pityriasis rosea be elicited voluntarily. 
I have already stated that I succeeded in causing the exanthem of pity- 
riasis rosea to become generalized by means of an intradermal! injection 
of schizosaccharomycin; this occurred, however, in one case only, in 
which there was a single initial Brocq’s plaque. In other cases in which 
there was only one initial Brocq’s plaque, even this single lesion was 
cleared up by the specific allergen. 

I am particularly desirous of pointing out one more case of my 
own in which I produced severe pityriasis rosea with strong generali- 
zation by using schizosaccharomycin as an allergen. This was a case 
of Hutchinson’s pompholyx of the palms and soles—the second mycide 
form of schizosaccharomycosis. 

But these are so many fortuities. With many thousands of intra- 
dermal injections of schizosaccharomycin as an allergen, repeated once 
and many times, I have not succeeded in eliciting an exanthem of pity- 
riasis rosea in the presence either of intact, sound integument or of 
mycosis forms of schizosaccharomycosis. 

Of the greatest interest in this connection are the experiments of 
Udo J. Wile.’° This author has attempted the “experimental trans- 
mission” of pityriasis rosea fo healthy subjects with a sound, exanthem- 
free integument. He blistered initial plaques and common lesions by 
means of cantharides plasters, and inoculated the contents of the blisters 
both percutaneously after superficial scarification of the skin and intra- 
dermally without previous lesions of the skin. In experiments con- 
ducted on twenty subjects—among them himself—Wile succeeded in 
producing abortive forms of pityriasis rosea, with typical lesions per se, 
with the contents of cantharidin blisters, three times by means of intra- 
dermal injection and once by percutaneous administration. 

I repeated these experiments on myself and two volunteers by intra- 
dermally injecting living germs of Schizos. hominis (0.1 cc. of an 8 
per cent dextrose agar culture of the “skin type,” twenty-four hours old 
and suspended in 5 cc. of physiologic solution of sodium chloride). 
The result was negative. 

Independently of Wile, E. Urbach*! (at Vienna) for the first time 
showed that Schizos. hominis can be cultivated from the contents of 
cantharidin blisters produced on an initial plaque or common lesion of 


pityriasis rosea. These results were definitely corroborated by Keil ° 


10. Wile, J. Udo: Experimental Transmission of Pityriasis Rosea, Arch. 
Dermat. & Syph. 16:185 ( Aug.) 1927. 
11. Urbach, E.: Arch. f. Dermat. u. Syph. 160:118, 1939. 
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and by me ' in large serial tests. I showed, too, that Schizos. hominis 


undergoes considerable enrichment and is found in its vegetative forms 
in the contents of the canthardin blisters (without culture). This 
observation can therefore be made most easily when smears from the 
contents of the blisters are secured similarly to blood smears and stained 
by May-Grtinwald-Giemsa’s method. 

In Wile’s experiment the attempts at transmission were therefore 
really carried out with Schizos. hominis, because this parasite, owing to 
its constant endoparasitism, is present in the contents of every can- 
tharidin blister almost without exception: microscopically, in 90.5 per 
cent + 6.06 and culturally in a somewhat smaller proportion, viz., 61.9 
per cent + 10.05. 

| am, however, well aware that there is an essential, fundamental 
difference between Wile’s “transmission experiment” by means of the 
contents of the cantharidin blisters and my own experiments under- 
taken to the same end with pure cultures of Schizos. hominis. However, 
the pure culture that I used was suspended in a physiologic solu- 
tion of sodium chloride, while Wile availed himself of a most complex 
serum protein mixture of unknown composition as a vehicle. 

It may well be that the synchronous transmission of the serum 
the contents of the cantharidin blisters—along with Schizos. hominis, 
is a sine qua non for the production of an exanthem of pityriasis rosea. 
It is common knowledge that inoculation of serum effects a blockade 
of the reticulo-endothelial system, a fact which, in its turn, is likely 
to entail an inundation of the circulating blood with Schizos. hominis. 
In my experiments I have tried to produce this blockade of the reticulo- 
endothelial system by means of a nonspecific milk protein preparation, 
but in vain. 

Nevertheless, one should not lose sight of the results of Wile, 
because in his experiments are concealed many more problems than 
the clue to experimentally eliciting the exanthem of pityriasis rosea. 

4. Infection with pityriasis rosea does not result in an absolute, 
lasting immunity—contrary to what happens in the trichophytids. In 
the literature there are a number of accurately observed cases on record, 
in which pityriasis rosea occurred repeatedly in the same subject in 
later years. 

RECURRENCES 

The possibility of a recurrence of pityriasis rosea is frequently 
doubted. Recurrences are, to be sure, rare phenomena. There are, 
however, undoubtedly dependable observations of not only one but 
even several recurrences of pityriasis rosea. One should, however, 

12. Benedek, T.: Ueber Schizosaccharomycose: Eine Synthese, Tr. Eighth 
Internat. Congr. Dermat. & Syph., 1930, p. 561. 
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apply a rigorous standard to the appreciation of true recurrence. One 
cannot help postulating that only those cases should be utilized in which 
a sufficiently long interval has elapsed between the first attack and the 
next recurrence. Otherwise one runs the risk that a flare-up of a 
receding exanthem is taken for a recurrence. 

On reviewing the literature, one finds a great number of recurrences 
of pityriasis rosea in spite of their relative rareness. Graham Little, 
Hazen, Deyer, Szaboky, Weiss, Lane and Showman, Edelston and Pau- 
trier reported detinite recurrences. Weiss, Lane and Showman observed 
five cases of recurrence among three hundred and fifty cases of pityriasis 
rosea. These answer the aforementioned postulate completely. The 
intervals between the first exanthem and the first recurrence were eight 
months, five years, one and a half years, one year and five months, 


respectively. Edelston observed a recurrence in himself. About four 


years after the primary attack an initial macula reappeared on the same 
spot, followed by generalization in the course of a week.  Pautrier 
reported three cases of recurrence that he had observed personally in 
which the second attack followed the first in from about twelve to four- 
teen months. Klauder, too, observed three recurrences. Allen observed 
seven recurrences in the same patient, and Sherwell reported two. I have 
thus far observed one recurrence in eighty cases (1.25 per cent + 3.72). 
The patient came under my observation at the time of his first exanthem, 
and the recurrence made its appearance exactly two years later. 

What is shown by these well observed cases of recurrence of pity- 
riasis rosea tallying with the postulates that I have set up? 

First, these observations are a sure proof of my contention, as the 
outcome of my extensive immunobiologic investigations, that true 
immunity is far from existing in any form of schizosaccharomycosis. 
There is merely an immunity to infection, so that the organism can 
never get the better of its constant endoparasite (Schizos. hominis). 
There is, after all, great reason to wonder why, when this type of 
immunity exists, cases of recurrence of pityriasis rosea so rarely come 
under observation. Of course, it should not be overlooked that the 
observer seldom reexamines a patient even when a recurrence has taken 
place. It stands to reason, however, that only such observations are 
conclusive, because in these cases the statements of the patient cannot 
be relied on. 

Nor is the first attack of pityriasis rosea followed by immunity. 
What happens, once the exanthem has cleared up, is nothing but the 
recovery of the state of equilibrium from the unbalance that the latent 
infection caused in a definite direction, so far not thoroughly known 
and still open to research. The nature, however, of this latent infection 
has not in the least altered. The constant endoparasitism of Schizos. 
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hominis, viz., the primary mycotic focus in the interior of the body, 


yersists. The allergy of the skin to schizosaccharomycin as an allergen 


also remains unaltered. So does, therefore, the possibility of a second, 
third and further repetition of the exanthem. The latent infection 1n 
the interior of the body remains constant. All its projections on the 
integument as conducted by the hematogenous infectious route from 
within outward, either in the form of mycoses or in the form of mycides. 
are only transient episodes of shorter or longer duration. 


ENDEMIC (7?) INCIDENCE OF PITYRIASIS ROSEA 

Small endemics or even epidemics of pityriasis rosea are already on 
record. Observations to that effect have been recorded by Feske, 
Balina and Chevalier. The yield from the literature on this subject is 
by no means rich. I have not observed either an endemic or an epi- 
demic incidence of the disease. 

Unfortunately, hardly anything can be done with the material thus 
tar collected, the more so as it is small. Nevertheless, observations as 
to the incidence of pityriasis rosea in families and groups is of para 
mount pathogenic importance. Conclusions as to the disposing or excit- 
ing causes could possibly be drawn from thorough and exact observations 
of such endemics. The respective patients should be questioned and 
tested carefully to establish whether they were simultaneously exposed 
to such agents (ingesta?) as could perhaps have been likely to effect a 
synchronous blockade of the reticulo-endothelial system. 

| must of necessity confine myself to this short comment because 
for the time being one is on purely hypothetic ground. 


SUMMARY 
Pityriasis rosea is neither etiologically nor pathogenically an inde- 
pendent entity. It belongs, on the contrary, to a morphologic cycle of 
phenomena that—however different they may be from one another in 
clinical aspect and course—can be traced to a single common etiologic 
factor, the constant endoparasitism of Schizos. hominis Benedek, 1927, 
in Homo sapiens. This parasite is always transmitted transplacentally. 
All the cutaneous manifestations produced by the constant endo- 
parasitism and the deposition of this parasite in the integument by a 
strictly hematogenous infectious route can therefore be interpreted as 
projections of this constant endoparasitism on the outer surface of the 
integument. All these projections are included under the term “schizo- 
saccharomycosis,”” 
\ll the clinical forms of schizosaccharomycosis are therefore hemato- 
genous dermatoses. The projections of the constant endoparasitism 
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schizosaccharomycosis—can clinically, according to their evolution an 
course, be divided into two groups: (a) mycosis forms and (b) mycid 
forms. 

One of these mycide forms is pityriasis rosea of Gibert. Etiologically 
this disease is produced by Schizos. hominis which is carried, by way of 
the circulating blood, into the skin already allergized to this parasite, 
and is then broken down and decomposed in the lesion itself under the 
action of the immune powers of the macrophage. 

Hence pityriasis rosea can be defined as a dermatosis of a mycide 
character, as a schizosaccharomycide, due to the constant endoparasitism 
of Schizos. hominis and produced by the hematogenous infectious route. 

The existence of this mycide has been proved by the evidence that 
I have furnished of (1) the primary mycotic focus, (2) the specific 
allergy, (3) the presence of the parasite in the circulating blood during 
the exanthems, (4) the presence of the parasite in the cutaneous lesion 
in its vegetative forms (Brocq’s “plaque primitive,” common lesions ) 
produced by the hematogenous infectious route and (5) the potentiality 


of exacerbation, clearing up or interruption of the exanthem of pity- 


riasis rosea by the specific allergen, schizosaccharomycin. 

The outbreak, diffusion and course of the exanthem of pityriasis 
rosea follows—as does the exanthem of measles—Mayerhofer’s universal 
biologic law of fractionated saturation. 

The disease is not transmissible, nor has it been, as a rule, elicitable, 
as every human being, owing to a constant endoparasitism, possesses 
immunity againt a superimposed infection due to Schizos. hominis. 

Since an attack of pityriasis rosea does not confer true immunity 
and as every person is at any time a potential candidate for the disease, 
owing to the constant endoparasitism, recurrences are theoretically pos- 
sible and have been observed in a large enough number of cases. 

The endemic or epidemic incidence of pityriasis rosea has nothing 
to do either with etiologic problems or with problems of pathogenesis 
in particular. Such observations will perhaps shed light on the pre- 
disposing or exciting causes. 





SYPHILITIC BURSOPATHY OF VERNEUIL 


REPORT OF TWO CASES 


H. SWARTZ, M.D. 
AND 
MAURICE M. TOLMAN, M.D. 


BOSTON 


The meager literature found on the subject of syphilitic bursopathy 
of Verneuil prompts the report of the following two cases and brings 
the total number of cases reported to forty. 

The first reports of cases were made in 1868 and 1873, by Verneuil.’ 
In 1909, Churchman? wrote an elaborate article dealing with every 
phase of this condition based on the analysis of twenty-six cases plus 
his own case. In 1924, Lane * wrote an article on syphilitic bursitis based 
on seven cases, two of which were his own. In 1931, Garner and 
Schoch * reported two cases of syphilitic bursopathy. In this article, 


they gave a complete bibliography, including thirty-six cases, and a fine 


discussion of their two additional cases. They, together with the pre- 
vious writers, observed that syphilitic bursopathy affects particularly 
the prepatellar and subpatellar bursae and, less frequently, those at the 
joints of the elbow, the acromial process of the scapula and the extensor 
tendons to the fingers. The condition may be unilateral or bilateral. 
It is often symmetrical and may present multiple involvement of the 
bursae, although this condition is rare. 

With the exception of one case reported by Coues,’ the condition 
occurred in acquired syphilis. The majority of cases occurred as a 
tertiary manifestation, although the condition has been known to develop 
a few months after the appearance of the primary infection. In the 
gummatous bursopathy the skin and subcutaneous tissue is broken down, 
forming deep, irregular ulcers or projecting fungating papillomatous 
masses. Syphilitic manifestations elsewhere may accompany this con- 


From the Department of Dermatology and Syphilis, Massachusetts General 
Hospital. 

1. Verneuil, A.: Hygroma du dos de la main dans la syphilis secondaire, Gaz. 
hebd. de méd. 5:609, 1868; Lésions syphilitiques tertiaires des bourses séreuses 
sous-cutanées et tendineuses-hydrarthroses tertiaires, ibid. 10:22, 1873. 

2. Churchman, J. W.: Luetic Bursopathy of Verneuil, Am. J. M. Sc. 138:271, 
1909, 

3. Lane, J. E.: Syphilitic Bursitis, J. A. M. A. 82:85 (March 15) 1924. 

4. Garner, V. C., and Schoch, A. G.: Syphilitic Bursopathy of Verneuil, Arch. 
Dermat. & Syph. 24:591 (Oct.) 1931. 

5. Coues, W. P.: Luetic Bursopathy of Verneuil, Boston M. & S. J. 173:18, 
1915. 
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dition. There is a history of trauma in many of the cases. Pain is not 
a prominent symptom. Roentgenograms of the joints in these cases 
are negative. 
REPORT OF CASES 

Case 1—Mrs. C. K., 56 years old, a white woman, was first seen on Oct. 8, 
1931. She then stated that the swelling at the right knee was first noticed about 
one year previously. Ulcerations in the region of the swelling were noticed about 
six weeks previously. On further questioning, she stated that the old scars adja- 
cent to the involved area were the result of previous ulcerations. The lesions were 
not very painful. The patient had received local treatment consisting of ointments 
prescribed by her physician, who called the condition “housemaid’s knee.” 

The patient’s husband had mycosis fungoides. She had three children who 
were living and well. She gave a history of two miscarriages which took place 


—» > 


Fig. 1.—Photograph showing lesions in case 1. 


after the youngest living child was born, fifteen or sixteen years prior to 
examination. 


Examination revealed ulcerated, indurated areas surrounded by some pigmenta- 
tion and scarring just below and in the region of the right patella. The ulcers 
were punched-out, and varied from 2 to 3 cm. in diameter. There was some sero- 
purulent discharge, and the base of the larger ulcer was covered with dirty grayish 
slough. Swelling in that region was evident. The left knee showed some pig- 
mented scarring in the region of the patella. 

The remainder of the physical examination gave essentially unimportant results. 
The patient was rather obese. The heart, lungs and abdomen showed no abnormal 
findings. The pupils were equal and regular, and reacted to light and in accom- 
modation. The reflexes were normal. The urine was normal. The Wassermann, 
Kahn and Hinton tests were positive. Roentgen examination of the knee showed 
no involvement of the joints or bones. 

After four weekly injections of bismuth, and the administration of potassium 
iodide by mouth, the patient showed marked improvement. The discharge had 
ceased and the ulcer presented a clean, healthy base. The skin about the swelling 
was softer and less adherent to the underlying tissue. 
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Case 2—Mrs. M. N., a white woman, a widow, 68 years old, born in Ireland, 
wme to the skin clinic on Oct. 28, 1931, with the following history. Ten months 

prior to examination she fell and bruised the right knee, which later became 
swollen and painful. She treated it with poultices. Two months later a sinus 
appeared which had continued to drain. The impression gained by the members 
of the surgical department, by whom she was first seen, was that of a chronic 
infected prepatellar bursa with a possibility of osteomyelitis. Roentgen examina- 
tion showed no evidence of osteomyelitis. Incision and drainage were advised, but 
a routine blood test then showed strongly positive Hinton and Wassermann tests. 
The patient was therefore referred to the skin department. 

The husband had died of pneumonia thirty years previously. Three childien 
were living and well. One died of pneumonia at the age of 1 year. The patient 
had had two miscarriages, and no stillbirths. She did not recall any evidences or 
manifestations of primary or secondary syphilis. She had always been well, and 
had worked hard as a scrub woman. She had several grandchildren. 





Fig. 2.—Photograph showing lesions in case 2. 


Over the right knee was a firm, indurated, nontender mass about 5 cm. in 
diameter. In the center was a small sinus discharging some seropurulent material. 
The mass was not fixed to the patella, which was movable. Over the left knee 
was a similar mass about the same size but without any sinus. The left elbow 
presented another mass; its upper border was about 4 cm. below the tip of the 
olecranon process, and it was about 4 cm. in diameter. Over the right elbow was 
still another mass of similar type and description but half the size. The heart, 
lungs and abdomen were normal. The pupils were equal and regular, and reacted 
to light and in accommodation. The reflexes were normal. The Wassermann and 
Hinton tests were positive. The urine was normal. 

The patient was given potassium iodide by mouth, and after a period of six 
weeks she showed considerable improvement. The sinus had stopped draining, and 
there was definite diminution in the size of the swellings. 


SUM MARY 
Two cases of syphilitic bursopathy of Verneuil are presented, making 
a total of forty cases reported. 
The findings coincide with previous reports, except that case 2 


showed involvement of multiple bursae. 

















BRUCELLA DERMATITIS 


LEONARD F. WEBER, M.D. 


CHICAGO 


Veterinarians are familiar with the fact that the organism 
Brucella melitensis variety abortus occasionally produces a dermatitis. 
and Huddleson and Johnson? have 


Haxthausen and Thomsen! 


written articles on the subject in the last two years, but I know of no 
other recent report, and the condition is evidently not commonly known 
among dermatologists. For that reason the following case occurring 
in the practice of Dr. W. A. Pusey seems to be worthy of report. 


REPORT OF CASE 

Recently, a veterinary surgeon, aged 40, an intelligent man, had a_ severe 
dermatitis involving the arms. The eruption was confined to the left forearm and 
the right arm, and it was most acute on the flexor surfaces of the right arm. The 
background of the eruption consisted of a bright erythema, which on the areas 
most intensively affected was covered with grouped follicular papules and a few 
bright red and brownish-red vesicles. The older subsiding lesions showed small 
crusts, which on removal left sharply punched-out depressed points bearing a super- 
ficial resemblance to a papulonecrotic tuberculid. The itching was intense. 

The picture was like that of a severe dermatitis due to an external irritant on 
a skin that had become highly sensitized to antiseptics. The following facts 
gradually eliminated antiseptics as the cause. Veterinarians are prone to have 
dermatitis, not alone from their vigorous use of soap and water, but also from the 
various antiseptics that they use, chiefly formaldehyde, corrosive mercuric chloride 
and potassium permanganate. But such dermatitis is usually symmetrical and of 
equal severity on both sides. Occasionally, it is more severe on the back of the 
left forearm and hand, because these regions are scrubbed more vigorously by a 
right-handed man. Our patient was right-handed, but the eruption was most 
intense on the right forearm and hand. He himself suspected antiseptics and 
changed from one to another, without improvement. Then the use of antiseptics 
on his skin or on the abortive field in the animals that he was handling for one 
season was discontinued, without relief. He finally excluded the use of antiseptics ; 
then he found that he could use them with impunity when operating on cattle, 
except when they had infectious abortion. Only then did he decide that the 
condition was Brucella dermatitis, although he was familiar with the occurrence 


of this condition. 


1. Haxthausen, H., and Thomsen, A.: Peculiar Professional Dermatitis 
Apparently of an Allergic Nature, in a Veterinarian, Caused by Brucella Abortus 
Infection, Arch. f. Dermat. u. Syph. 163:477, 1931. 

2, Huddleson, I. Forest, and Johnson, Howard W.: Brucellosis, J. A. M. A 


94:1905 (June 14) 1930. 
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Other facts supported this opinion. Contagious abortion in cattle is prevalent 
during the spring and fall. For the last five years, the dermatitis has occurred at 
these seasons. If the patient refused to handle obstetric cases in which abortion 
was present, his arms would clear up within two weeks and remain well until he 
ame in contact with infected cows. The contact with the irritating substance 
in this case comes from the cleaning out of the uterus. When the right arm 
hecame actually inflamed and the patient had to reverse his usual procedure and 
use the left hand, that hand would become inflamed. It was apparent that the 
arm that came in contact with the abortive material, even when antiseptics were 
not used, was the one that became involved. If the patient discontinued obstetric 
work in infected herds the condition would disappear. He could even practice on 
infected cattle without trouble if he protected his arms against contagious abortion 
material with long rubber gloves, in spite of the added risk of irritation produced 


by putting on rubber gloves over antiseptics. But when a difficult case would 


occur in which the patient could not work with gloves, a recurrence would result. 
Another suggestive observation was the intense itching that preceded the erup- 
tion, which never occurred after the use of antiseptics ordinarily; the itching 


Eruption on the right arm, showing grouped follicular papules and occasional 


vesicles. 


usually began about thirty minutes after contact with the mucous membrane of 
the cow’s vagina. The patient could tell from this sign that he would have another 
attack, and that he was working with contagious abortion material. The eruption 
followed the itching within twenty-four hours. Prior to abortion in infected 
animals and for a varying period afterward, there is a vaginal discharge, and this 
exudate is heavily loaded with Brucella melitensis variety abortus. Experience 
showed that this material produced the dermatitis in his case. It constituted a per- 
fect patch test. 
COMMENT 

Haxthausen and Thomsen have shown that the cultures of the pus 
from infected abortion material are negative, and they believe for this rea 
son that the dermatitis is not due to direct bacterial infection. That would 
seem to be the explanation in this case. The patient had no symptoms 
of infection; the agglutination of the patient's serum was negative for 
Brucella melitensis variety abortus and for Brucella melitensis variety 
melitensis. Haxthausen and Thomsen pointed out that this is usually 
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true; for that reason they regard agglutination tests of little value in 
establishing a diagnosis of Brucella dermatitis. The patient had not 
had any of the constitutional symptoms of undulant fever, which is due 
to Brucella melitensis variety melitensis. In Brucella melitensis variety 
melitensis, there may be an eruption which is said by Simpson and 
lrazier * to occur in 5 per cent of the cases, but this eruption is a roseola 
on the abdomen, resembling that of typhoid fever. Haxthausen’s view 
is that the dermatitis from Brucella melitensis variety abortus is an 
allergic reaction that is due to sensitization to the antigen, which had 
resulted from repeated and successive exposures to the organism. This 
explanation fits perfectly with the case reported. 

This patient made an uneventful recovery within two weeks through 
the use of wet dressings of aluminum subacetate solution (0.5 per cent), 
The rapid improvement was due chiefly to the fact that he did not come 
in contact with cases of contagious abortion. \ recent letter from the 
patient stated that the dermatitis had recurred several times, but that 
the attacks were not so severe or of so long duration. This is probably 
due to the fact that obstetric cases are not so numerous as they have 
been in the past several years. 


7 West Madison Street. 


3. Simpson, Walter M., and Frazier, Eunice: Undulant Fever, J. A. M. A, 
93:1958 (Dec. 21) 1929. 





FISSURED, GRANULOMATOUS LESION OF THE 
UPPER LABIO-ALVEOLAR FOLD 


RICHARD L. SUTTON, Jr, M.D. 


KANSAS CITY, MO. 


Two instances of a fissured, granulomatous growth are here noted. 
Phe lesions occurred in the superior labio-alveolar sulcus in both cases, 
and are significant because they might easily have been mistaken for 
epitheliomas. The similarity of the two cases, which were seen only a 
few months apart, and the failure to find descriptions of a disturbance 
of such well-defined character justify this report. 

These two solitary tumors were roughly circular, arising from the 
mucous membrane at the juncture of the upper lip and the gum. They 
were about 1 cc. in diameter, raised 2 to 3 mm. from the general level 


and conspicuously indented by a fissure in the coronal plane which 


divided the tumor in half and which continued at either extremity into 


the normal mucosa of the unaffected part of the sulcus. The shape of 
the tumors was that of a folded coin, the fissure being within the bend. 
The mass was smooth and of a paler pink than the normal mucosa. ‘The 
fissure was a bright red, narrow line across the center. The lesions were 
firm to the touch, but not so hard as an epithelioma. The bases did 
not feel deeply indurated and could be moved freely over the bone 
heneath. The borders were sharply raised and smoothly rounded. There 
was no inflammatory areola. 


REPORT OF CASES 


Case 1l.—Mrs. C. C. A. presented a fissure, like the one described, when seen 
by Dr. Richard L. Sutton, Sr., on Dee. 17, 1930. She was a woman of about 40, 
who did not wear false teeth. The lesion was relatively painless, and of unknown 
duration. It was completely removed by electrocoagulation by Dr. Elmer Twy 
man. The wound healed uneventfully, and the patient has not been seen for a year. 

The removed mass was fixed in formaldehyde, and frozen sections were stained 
with hematoxylin and eosin. The gray, discoid lesion was folded across the 
middle; the base was desiccated and charred. Sections were made in a plane per 
pendicular to the fissure and to the surface. 

The main portion, comprising the symmetrical halves separated by the fissure, 
consisted of new-formed connective tissue with many dilated, new vessels filled with 
hlood. Surrounding the vessels and also in the interstices of the connective tissue 
were many leukocytes, most of them polymorphonuclear. The epithelium was 
icanthotic ; its papillae were irregularly broader and deeper than normal in some 
ireas, and narrower and shallower in others. Following the epithelium into the 
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crevice of the fissure, one found progressively more infiltration of polymorplis 
between the epithelial cells, The epithelium left off abruptly at the bottom of the 
fissure, and a wedge-shaped tongue of connective tissue densely infiltrated with 
polymorphs lay between the ends of the epithelial sheets, 

Case 2.—Mrs, H. FE. S,, on Dee, 30, 1931, showed a growth similar to that in 
case 1, a fissured, whitish, smooth, circumscribed, discoid plaque in the midline, 
in the superior labio-alveolar, mucosal fold. It was about 12 mm. across, circular 
when unfolded, and evidently inflamed only in the fissure which ran across its 
middle, It was firm but freely movable. The woman, aged 72, had been wearing 
plates for a number of years, but the lesion was higher than any part of the plate 
could touch. She had been aware of its presence not longer than two weeks, and 
had experienced only little discomfort from it. She had noted some tenderness 


Fissured, granulomatous lesion of superior labio-alveolar fold (Mrs. C. C. A.) ; 
x 10. The epithelial coverings of the tumescences of new-formed connective tissue 
on either side of the fissure extend to the depths of the crevice, where the leuko 
cytic infiltration is most marked. 


on pressing externally the upper lip just beneath the nose, but this part of the 
lip had not swelled or reddened. She had remarked a tiny bit of bleeding a few 
times within the fortnight. The lesion was believed to be carcinoma; it was 
excised by electrocoagulation by Dr. Elmer Twyman 

Similarly fixed, cut and stained, the sections were found to be similar to those 
described in case 1. The body of the tumor showed marked inflammatory leuko 


cytic infiltration, especially about the dilated vessels. The papillae were irregular 


in size, and the epithelial layer was infiltrated with leukocytes to a considerably 
greater degree than in the other lesion. The epithelial sheets terminated high on 
the sides of the fissure, and at the depths of the crevice a purulent exudate was 
seen on the densely infiltrated connective tissue about the split. Inflammatory 
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wiltration, remarkably dense about the dilated blood vessels, extended in milder 


dewree to the base of the excised tissue, 

Phe fundamental lesion appears to be the fissure. There is no direct 
evidence of its cause, but it might be guessed that food particles readily 
lodve and decay at the point where the lesions arise, high in the vestibu- 


lum oris near the frenulum, where they are hard to remove with the 
tongue. Such irritation is likely the primary cause of the fissure. Since 
the fissure is located as it is, at the apex of the sulcus, attempts to heal 
are frustrated by the mechanies of the situation, The epithelial sheets, 
separated by the fissure, lie surface to surface. ‘Their approximated 


edges are separated by purulent inflammation, so that regeneration 1s 
blocked from rounding the 180 degree turn necessary to healing. The 
response made by the connective tissue results in the production of 
granulomatous lesion such as has been described. 

These cases fall into the class of granuloma pyogenicum, which ts 
not frequently seen in the mouth. The lesions are peculiar in their 
location and in their morphology, being not globular but discoid, and 
not pedunculated or red. The presence of the fissure, which is a primary 
characteristic of their structure and is apparently necessary for their 
development, differentiates these lesions from granuloma pyogenicum 
as it is ordinarily seen. The name granuloma fissuratum_ plicae 
labio-alveolaris is a reasonably descriptive and distinguishing appellation. 
The first two words would suffice if brevity is demanded. The term 
“epulis,” a bushel-basket into which all growths on the gums are tossed, 


regardlessly, is not satisfactory. 


801 Lathrop Building. 





DERMATITIS GANGRAENOSA INFANTUM IN THE 
COURSE OF SCARLET FEVER 


HARRY D. PASACHOFF, M.D. 
AND 
NATHAN SOBEL, M.D. 


NEW YORK 


Disseminated areas of gangrene of the skin occurring in the course 
of searlet fever is an extremely rare complication. Crocker,’ in 1887, 
was the first to call attention to the occurrence of this condition spon 
taneously or in diseases other than in varicella. To quote Crocker: 
“The diagnosis is not difficult with or without a history of varicella; 
the occurrence of numerous gangrenous ulcers in a young child, or even 


of deep ulceration beginning as a pustule, enlarging, drying into a scab 


in the center, and then ulcerating, form a group of symptoms quite 
unmistakable.” In view of the unsettled etiology and the possible 
allergic basis, together with recent experimental work that seems to 
throw some light on this condition, we deem it of value to report a case. 


REPORT OF A’ CASE 


History.—S. A., a healthy boy of 5 years, gave a negative history, with the 
exception of poliomyelitis at 2 years of age, affecting the lower right extremity. 
On Jan. 1, 1930, in an older brother, 9 years old, scarlet fever developed; the 
course was typical, with desquamation. Our patient was promptly removed from 
the home and escaped the infection. On January 29, following the termination 
of quarantine, the patient returned to his home. On February &, ten days later, 
moderately severe, typical scarlet fever developed. The temperature was 104 F." 
at the onset of the disease and fluctuated for a period of two weeks, finally becom 
ing normal at the end of that period. The temperature remained normal from 
the fourteenth to the twenty-first day, when complications first set in. On that 
day the temperature suddenly rose to 104.8 F., and a pustular eruption appeared, 
involving the face and the extensor surfaces of the upper and lower extremities 
The trunk was entirely free from lesions. Concomitantly there developed a severe 
congestion of the pharynx, with membranous formation and marked cervical and 
submaxillary adenitis. The urine showed a trace of albumin but microscopically 
no blood cells or casts. The clinical appearance of the patient, the high tem 
perature and the shower of pustular lesions at first suggested a general sepsis. A 
blood culture taken on the third day of the recurrence of the fever was sterile. 

All of the pustules appeared in one crop at the time of the rise in temperature 
on the twenty-first day. There was no subsequent appearance of new pustules, 


1. Crocker, H. R.: Multrple Gangrene of the Skin in Infants and Its Causes, 
Tr. M. Soc., London 70:397, 1887. 
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except one gangrenous lesion that appeared in the flexure of the right elbow at 
the site of the venous puncture for blood culture. The pustules appeared to dry 


spontaneously in a few days, but a central crusting of greenish black developed, 


beneath which there was suppuration and around which there was a wide area 
of inflammation. The ulcerations spread rather rapidly peripherally, forming shal- 
low, irregular ulcers that were exceedingly painful 

The temperature remained high for ten days, and a low-grade fever lasted for 
a period of two additional weeks. 

After one week the ulcers stopped spreading and presented the following 
appearance: Above the left elbow on the dorsal surface there was an area of 
about 5 by 3 cm. that was somewhat sharply marginated by an irregular border. 
\ black crust covered most of the surface, and pus oozed from underneath the 
crust over a rough, red, granular, uncovered area. Surrounding the ulcerated 
area there was an areola of erythema and edema extending for about 3 cm. The 
ulcer was painful. The right elbow at the site of the puncture made for the blood 





Showing distribution of the lesions. The face and the upper and lower extremi- 
ties are involved; the trunk is clear. 
culture presented an area, about 2 cm. in diameter, of similar appearance, sharply 
marginated and covered with a black crust. 

Over the flush area of the face, especially marked between the eyes and over 
the lower part of the forehead and the upper part of the nose, there was an area 
of indurate edema, and pus oozed from under the left lower eyelid. There were 
individual areas of crusting. The ulcerations varied in size from that of a pin- 
point to that of a coin. Both lower eyelids were puffy and had similar crusted 
lesions with pus exuding from their borders. On the forehead there were several 
similar, pea-sized lesions, some of which had rupial crusts. On the upper lip and 
on the cheeks there were some superficial lesions of varying size. 

On the lower extremities, mostly on the extensor surfaces, there were similar 
lesions. A tew of these were more superficial and had purulent, granulating cen- 
ters. There were some reddish, scaly areas. On the buttocks there were four 
or five lesions that were ulcerated about one eighth of an inch deep; the margin 
was not undermined and was surrounded by red zones. 

The trunk was singularly free from involvement of the skin. There were no 
lesions in the region lying between Poupart’s ligament and the neck. 
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A culture taken from the center of one of the pustular areas showed pure 
staphylococcus. <A special effort was made to find diphtheria bacilli in the ulcers, 
but none could be demonstrated in smecr and cultures. 

The cutaneous lesions did not continue to spread after the first week, but for 
the next six weeks there was a profuse purulent discharge from the ulcers, which 
healed slowly. Complete healing took place in about three months, with super- 
ficial and some deep scarring. 

The general condition of the child was good throughout the illness. There 
were no other complications and no gastro-intestinal symptoms. The child was 
never stuporous. 

The local treatment of the skin consisted of antiseptic wet dressings at the 
onset of the disease, and after the temperature had subsided, a series of general 
quartz lamp exposures was given. 

To summarize: In a boy, aged 5 years, moderately severe scarlet fever devel- 
oped. On the twenty-first day of the illness there appeared a generalized, pustular 
eruption; a number of the lesions developed into gangrene and ulceration. A 
blood culture was sterile, and a culture taken from a gangrenous area showed 
Staphylococcus aureus. Complete healing took place in about three months, with 
superficial and some deep scarring. 


COM MENT 


Crocker gave a lucid description of a cutaneous condition occurring 
in a series of twelve cases, all in children under 3 years of age, which 
he termed dermatitis gangraenosa infantum. Six of these cases occurred 
spontaneously, two followed vaccination, and four followed varicella. 


Hutchinson (quoted by Crocker) had preceded him in presenting a 


description of this condition occurring in the course of varicella. 

In 1908, Heubner * described a case of scarlet fever in a child, 
which was complicated on the eighteenth day by fever, difficulty in 
swallowing and enlargement of the lymph nodes ; there was no evidence 
of nephritis. Three days later there were rheumatic joints and swelling 
and redness of cutaneous areas on the palms, on the back and on the 
knees. Heubner did not regard these conditions as bacterial, embolic 
or decubital, but rather believed them to be due to a vasomotor dis- 
turbance affecting the skin. There was one large ulcer of the elbow, 
9 em. by 8 cm., which healed in five months. 

Kscherich and Schick * described a complication of scarlet fever in 
the fourth week, in a series of six cases showing erythema which at 
first was punctiform; it then rapidly became enlarged and dark red, 
maculopapular lesions formed. In these cases there were usually an 
associated adenitis, nephritis, involvement of the joints and high tempera- 
ture. In one case the individual nodules became pustular. The blood 


2. Heubner, O.: Hautgangrin bei Scharlachrheumatoid, Berl. Klinik 45:1345 
(July) 1908. 

3. Escherich, T., and Schick, B.: Scharlach, Vienna and Leipzig, Alfred 
Holder, 1912, p. 144. Schick, B.: Die Nachkrankheiten des Scharlach, Jahrb. f. 
Kinderh. 65:132, 1907. 
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cultures were always sterile. Four of the six cases were fatal. Escherich 


and Schick regarded the cutaneous manifestations in this group as of 
angioneurotic origin. Jochmann* quoted Schick and added six addi- 


tional cases of erythema in the course of scarlet fever which did not 
develop into necrosis. 

Recently Fedders* described a case of symmetrical, cutaneous 
necrosis in a case of scarlet fever and reviewed eight cases from the 
literature. In Fedders’ case healing took place in four months. The 
following factors in this case were striking: In the course of mild 
scarlet fever, severe localized necroses of the skin appeared, with the 
general condition little disturbed. The necroses showed symmetrical 
arrangement. They were the only complication of the scarlet fever. 
The mucous membranes, glands, kidneys, joints, ears, heart and the 
gastro-intestinal tract remained uninvolved during the entire period. 
The blood picture was not that of a septic disease. The content of 
the vesicles of the epidermis also was sterile. An especially high 
sensitiveness of the skin to scarlet fever toxin was not present, since the 
Dick test was negative on the twelfth day. There was no evidence of 
predisposition to hemorrhages that would have caused or favored the 
cutaneous phenomena. In places, the necrosis was complete within one 
week after the appearance of the extravasations. Some of the extrav- 
asations regressed, and no necrosis developed or only superficial 
necrosis. The author regarded these necroses as trophic disorders due 
to a disturbed vegetative innervation of the skin. Fedders summarized 
the various theories as to etiology that he was able to find in the litera- 
ture as follows: angiospasm with severe after-effects from toxic damaged 
tissues, decubitus, local asphyxia of the tissues, vasomotor disturbances 
of the skin, Raynaud’s ischemia, trophoneurosis, postinfectious throm- 
bosis or embolism, disturbances of innervation through a weakened 
heart, toxins and autotoxic, metabolic products. 

We believe we are dealing, in this condition, with a syndrome hav- 
ing multiple etiologic agents, probably toxic and perhaps bacterial. We 
wish to suggest the possibility that this condition represents a clinical 
manifestation of the phenomenon of local cutaneous reactivity in experi- 
mental animals described by Shwartzman.* The phenomenon is one 


4. Jochmann, G., and Hegler, C.: Lehrbuch der Infektionskrankheiten, Berlin, 
Julius Springer, 1924, p. 713. 

5. Fedders, G.: Ein Fall von symmetrischer Hautnekrose bei Scharlach, 
Jahrb. f. Kinderh. 79:270 ( Nov.) 1930. 

6. Shwartzman, G.: A New Phenomenon of Local Skin Reactivity to B. 
Typhosus Culture Filtrate, Proc. Soc. Exper. Biol. & Med. 25:560, 1928; The 
Phenomenon of Local Skin Reactivity to Streptococcus Hemolyticus-Scarlatinae, 
J. Infect. Dis. 48:183 (Feb.) 1931. 
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of local cutaneous reactivity to filtrates of cultures of various micr 
organisms. To quote Shwartzman: 

The reactivity was induced by the injection of a filtrate into the skin of 
rabbit. When twenty-four hours later an intravenous injection of the same filtrate 
was given to the rabbit, there appeared an extremely severe hemorrhagic necrosis 
at the site of the intradermal injection. The factors determining the local skin 
reactivity were termed “skin preparatory factors” and those responsible for th 
local injury following the intravenous injection were called “reacting factors.” 
In further studies it was shown that the skin preparatory and reacting factors of 
various biologically and serologically unrelated micro-organisms were able to 
substitute for each other, provided they had the power of eliciting the phenomenon 
for themselves. 


In a recent article, Shwartzman reported on the phenomenon of 
local skin reactivity to Streptococcus haemolyticus-scarlatinae. He was 
able to induce skin reactivity by using a potent filtrate of B. typhosus 
as the “skin preparatory factor” and live cultures of streptococcus as 
the “reacting factor.” 

In our case, on the twenty-first day of scarlet fever there was a 
sudden rise of temperature coincident with the appearance of a general- 
ized pustular eruption. This was accompanied by a recrudescence of 
sore throat, with an exudate. The cutaneous lesions developed rapidly 
into extensive gangrene and ulceration. The rapid development of 
necrosis suggests a Shwartzman phenomenon. Prior to the rise of 
temperature the cutaneous preparatory factors may have been present in 
localized depots of the skin as a result of the original scarlet fever. It 
is conceivable that during the rise of temperature toxins were swept 
through the blood stream, reaching these areas of scarlet fever and 
acting as the reacting factors, with the production of necrosis. 

However, it may also be assumed that the preparatory factors were 
not deposited in the skin until the rise of temperature at the end of 
the third week, probably as a transient bacteremia. In that case, the 
reacting factors would be a secondary invasion of the blood stream by 
toxin within the next twenty-four hours. The throat appears to be 
the most likely source of production of toxin. As Shwartzman has 
shown that biologically and serologically unrelated micro-organisms 


may substitute for each other provided they have the power of eliciting 


the phenomenon for themselves, it is not necessary in our case to assume 
that the reaction was produced by identical organisms. This is in con- 
tradistinetion to a specific, allergic hypersensitiveness. 

Meleney* recently reported a case of hemolytic streptococcus 
gangrene following the administration of scarlet fever antitoxin. The 


7. Meleney, F. L.: Hemolytic Streptococcus Gangrene Following the Admin- 
istration of Scarlet Fever Antitoxin, Ann. Surg. 91:287, 1930. 
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case was that of a girl aged 8 years, who received a small prophylactic 
dose of scarlet fever serum in the right buttock. Four days later symp- 
toms of typical scarlet fever developed. She was then given a large 
dose of serum in the left buttock. Four days later the skin over the 
site of the second injection became dusky, and bullae formed. Gangrene 
of the skin over a large area of the left buttock developed. This process 


spread down 1e uighs and across le abdomen. wZwreleney expressec 
| ld the thighs and acr the abd n. Melene; pr l 


the belief that the exceedingly rapid development of necrosis in this type 
of streptococcus infection resembles the necrosis that takes place in 
experimental animals under the conditions of the Shwartzman phenom- 
enon, or that it is a phase of hypersenstiveness as described by Zinsser, 
Grinnell and others. These authors found that in the course of repeated 
weekly intradermal inoculations of bacterial extracts there was a hyper- 
sensitive phase that appeared about the third or fourth week after the 
first injection, lasted from a week to ten days and then disappeared. 

An allergic basis has been favored by some authors as an explanation 
of necrosis of the skin occurring in the course of systemic diseases, and 
some experimental work has been carried on in an effort to corroborate 
this belief. In a recent article Brunsting, Goeckerman and O'Leary ® 
stated that they had repeated Meleney’s experiments. They injected 
staphylococci and streptococci simultaneously into a rabbit intradermally 
and were able to produce necrosis of the skin. In taking cultures from 
the cutaneous lesions, streptococci were not demonstrated unless material 
was obtained from the deepest recesses of the undermined, necrotic 
zone. ‘They considered that the reaction depended somewhat on the 
character and virulence of the organism and the duration of the infection 
hut to a greater extent on the state of allergy of the individual host. 

Dammann and Kunner”® tried experimentally to prove that the 
patients whom they studied showed definite allergic reactions against 
bacterial organisms, but they had negative results. Schreus and Goehl '° 
described two cases which they considered demonstrated that the ordinary 
pyodermic cocci can be associated with allergic cutaneous manifesta- 
tions. In both cases there was a generalized erythematous and papular 
eruption which cleared up without any treatment after the disappear- 


ance of the primary pyodermic lesions. In both cases there was a 


8. Brunsting, L. A.; Goeckerman, W. H., and O'Leary, P. A.: Pyoderma 
(Ecthyma) Gangrenosum: Clinical and Experimental Observations in Five Cases 
Occurring in Adults, Arch. Dermat. & Syph. 22:655 (Oct.) 1930. 

9. Quoted by Tischnenko, A., and Croiczik, A.: Zur Frage der Pyodermia 
chronica serpiginosa, Dermat. Ztschr. 52:11 (Feb.) 1928. 

10. Schreus, H. T., and Goehl, E.: Ueber lichenoide Eruption bei Pyodermie 
(Lichen pyodermicus) nebst Bemerkungen uber Komplementablenkung im Blute 
hei Staphylokokken- und Trichophytie-Erkrankungen mit Berticksichtigung der 
EKinwirkung von Réntgenstrahlen, Dermat. Ztschr. 31:273, 1920. 
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positive complement-fixation test with staphylococcus antigen. Nathan” 
compared this eruption, pyodermid, in analogy with the trichophytids 
He supposed that a local reaction was produced in the skin by super 
saturation with toxin or organisms, the excess reacting either in th 
circulating blood or in the local capillaries of the skin. 

Numerous pathogenic bacteria have been isolated from the ulcers 1 
dermatitis gangraenosa infantum. Darier '* included the following: B. 
pyocyaneus, streptococcus, staphylococcus, B. diphtheroides and some 
anaerobes (B. racemosis and B. perfringens) ; recently he added menin 
gococci to the group. A number of authors have cultivated micro 
organisms from the blood stream. 

Crocker stated that there are all degrees of dermatitis gangraenosa 
infantum, from extremely mild to fatal cases. “The prognosis was 
serious in proportion to the tender age of the infant, the number, the 
depth and extent of the lesions, the amount of constitutional disturbance, 
the presence of tuberculosis and the pyemic or inflammatory lung symp- 
toms.” Schamberg and Kolmer '* have occasionally seen, in the course 
of scarlet fever, cases of localized necrosis of the skin in small areas, 
with a good prognosis. Darier gave 50 per cent as the mortality figure 
in dermatitis gangraenosa infantum, and stated that in favorable cases 
the cure was rapid. 

SUM MARY 

A case of dermatitis gangraenosa infantum is reported as a complica- 
tion in the course of scarlet fever in a child, 5 years old. The lesions 
appeared in the third week of the disease, in one crop. Recovery was 
complete within three months after the appearance of the eruption, with 
superficial and some deep scarring. The occurrence of a localized area 
of necrosis at the site of the puncture made for the blood culture showed 
lowered resistance of the skin. 

The etiology of this condition has not been definitely established. 
The interesting possibility is considered that this condition represents 
a clinical manifestation of the Shwartzman phenomenon of local cutane- 
ous reactivity as experimentally produced in animals. 


ll. Nathan, E.: Zur Kenntnis der Immunitatsvorgange bei der Trichophytie 
des Menschen, Dermat. Wehnschr. 71:439, 1920. 

12. Darier, J.: Précis de dermatologie, Paris, Masson & Cie, 1928, p. 408. 

13. Schamberg, J. F., and Kolmer, J. A.: Acute Infectious Diseases, Philadel- 
phia, Lea & Febiger, 1928, p. 421. 





A NEW FORM OF THERAPY FOR PSORIASIS 


H. SUTHERLAND CAMPBELL, M.D. 
AND 
KENDAL FROST, M.D. 


LOS ANGELES 


In view of the gratifying results obtained in the first series of cases 


we reported,’ it was considered desirable to follow up this work with 


a larger group for a longer period of time in order to corroborate or 
refute our earlier findings. We recognized that many methods used in 
the past had been vaunted, only to be found wanting by the test of time. 
The following report is made on data collected in about ufty cases 
observed over a period of more than two years. 

We believe that the results demonstrate that the method employed 
is of definite value in certain cases, and that it can justifiably be added 
to our armamentarium; but like all other methods, it is by no means a 
specific. We present herewith data relative to psoriasis, with special 


reference to the present method and its accompanying sequelae. 


ETIOLOGY 

\ résumé of the etiology of psoriasis is, in effect, nothing more than 
a series of opinions, a myriad of writings signifying nothing. Most of 
them are generally known and extant. 

We shall, therefore, content ourselves with salient points which we 
consider of more than passing interest. The fact impresses itself that the 
more recent authorities in the field of dermatology consider the etiology 
of psoriasis in an impersonal manner, satisfying themselves mainly 
with a consideration of the opinions of others. That this is an inter- 
national attitude is demonstrated by the different texts. We presume 
that authors take this attitude because they have little desire to add any 
new theories to complicate the situation further, and this is what one 
should expect from persons writing under the shadow of authority. 
The contrast to the writers of the past decade is decided and satisfy- 
ing for they apparently were determined to pin this entity down to a 
given cause. 

Among the various earlier opinions, we comment only on that 
of Erasmus Wilson, which was later resurrected by R. W. Taylor, as 


1. Campbell, H. S., and Frost, K.: A New Form of Therapy for Psoriasis, 
Arch. Dermat. & Syph. 22:685 (Oct.) 1930. 
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being as pathetic—at least in its effect on the lay mind—as it is 
unfounded. Wilson’s theory is that psoriasis is an attenuated form of 
hereditary syphilis. Mature deliberation indicates that there is no 
basis for this contention, and it would appear that the gravity of this 
theory demands at least that it bear some vestige of proof. 

With regard to the cause of psoriasis, the following are the hypotheses 
mainly accepted: (1) the diathetic theory that psoriasis is the 
symptom of a generalized diseased state or diathesis, and results from 
toxins circulating in the blood; (2) the neuropathic theory that it is a 
trophoneurosis, and (3) the parasitic theory that it is due to a micro- 
organism. 

30th the diathetic and the neuropathic theories have had advocates 
for a number of years. All are open to question; none has been 
proved, and none universally accepted. In fact, the more one delves 
into works on the etiology of psoriasis, the more one is impressed with 
the laconic statement in a certain text, which states simply, “Etiology, 
unknown.” 

When one considers the many attempts made to saddle certain 
micro-organisms with the onus of this mental scourge, perhaps some 
will be grateful that a charitable destiny prevented written records 
of their own too enthusiastic early findings. However, this does 
not prevent one from following the new trends and inquiries made 
from time to time, with admiration for the painstaking and exhaustive 
work which they entail. Recent interest seems to be centered on the 
fungi, which are enjoying a modicum of popularity today. 

Among the many speculative theories regarding the etiology of 
psoriasis one seeks for a shred of positivity. If, in effect, one could 
accept axiomatically that “the syndrome of any illness or unwellness 
produced in the human body by any parasite, by lack or excess of a 
vital secretion, or from any other cause, are as constant as the agent 
which produces them,” the conclusion that the cause of psoriasis is at 
least a constant one would be in order. The economy of the host, a 
physicochemical entity subject to constant change, would adequately 


explain the differences noted in the clinical manifestations of the dis- 


ease. Thus, in psoriasis the clinical picture, the histologic picture and 
the reacting body are constant. If, therefore, the effect and the 
reacting body are constant, it is fairly logical to conclude that the 
cause is constant, as a regularity of effect can be produced only by a 
regularity in cause, all other factors being equal. 

The multiplicity of the forms of therapy advised for psoriasis indi- 
cates that they are in the main unsatisfactory. Further, it is well 
known that a method which proves most efficacious first is often use- 
less later. Furthermore, there are some cases of psoriasis which from 
the first seem to respond to no single known agent; there are others 
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which give a fair response at the outset, only to mark time after 
clearing slightly, which become more stubborn than the proverbial mule. 

It must be admitted that few things are more depressing than the 
failure of a patient to respond to therapy, and we offer no excuses for 


this paper aside from the fact that it is born of the travail of ineffectual 


therapy. In the consideration of a new mode of procedure, it was first 
assumed that psoriasis was due to a noninoculable, nonculturable, ultra- 
microscopic organism. This assumption, far from being original, has 
been submitted and rejected many times. However, it seemed to us the 
most feasible of three mainly accepted etiologic factors, and we wished 
to have an apparently logical basis on which to work. 

We recognized that to be logical one must commence with known 
premises, but in most experimental work it is rarely possible to com- 
mence under such ideal conditions. If one remained inert until one’s 
premises were known to be correct, littlke would ever be accomplished ; 
history demonstrates that not a few discoveries have followed illogical 
premises, and accidental findings are golden milestones in medicine. 

I’xperience has shown that in any generalized or systemic disease 
with local cutaneous manifestations due to a micro-organism the 
lesions are due to a preponderance of the m(‘cro-organisms in that 
particular area. ‘Therefore, if as much of the lesion as possible is 
removed, it is feasible to suppose that a number of the causative micro- 
organisms will be obtained. It was thought that a vaccine could be 
made with perhaps even more specificity than one made from destroyed 
organisms artificially cultured for several generations, the greatly 
lessened numbers of the organisms being somewhat compensated for 
by the fact that they had not been modified by artificial culture. Our 
findings regarding the efficacy of autogenous vaccine coincide with 
those of others: they are disappointing. However, we believed that 
a vaccine of the more virile organisms might give better results. 


MODE OF THERAPY 
As a patient with psoriasis who is not constantly receiving medica- 
tion is rarely found, it was necessary to request our series of patients 
to refrain from using internal or external medication for three weeks, 
during which time they were to take at least three baths. The affected 
areas were then cleansed with alcohol, and the scales and fragments 
of the pellicle removed, placed in a mortar and pounded with a pestle 
to a powder. 
A vehicle that would fulfil our requirements must possess the 
properties of: (1). sterilization, (2) preservation and (3) non- 


irritability. 
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Pure grain alcohol possesses the first two requirements, but it was 
supposed that injections of alcohol caused pain and even sloughing 
Experiments in which injections of alcohol in doses up to 3 cc. were 
given to one of us in the gluteal area on three occasions proved that 
this procedure produced some pain but no slough. The last injection 
contained powdered scale from a psoriatic patient, as we wished to 
determine its action. No untoward reaction occurred. 

Whenever it was possible, we obtained about 0.2 Gm. of. scales. 
The amount was later determined by the character of the lesions of 
the body; in some cases more was taken, in others less. The scales 
were ground, and about 25 cc. of pure grain alcohol was added. After 
standing twenty-four hours, this preparation was injected intra- 
muscularly into the gluteal region, the initial doses being 0.5 ce. After 
three doses, 1.5 cc. was given. This dosage was employed for the 
duration of the course. An increase in dosage to 4 or 5 ce. produced 
no variation in the results and many complaints with reference to pain 
and discomfort, so the larger dosage was discontinued. 

The injections were given twice weekly; of the many injections we 
have given, localized inflammatory reaction occurred in only one 
instance. This was similar to and followed the same course as that of 
the local reaction frequently seen following the use of bismuth; the 
dose used on this occasion was only 1.5 ce. 

The results in the first two cases were not only encouraging but 
somewhat spectacular. In fact, in most of our first series of patients, 
good results were obtained. ur later work has demonstrated, how- 
ever, that there is much to be desired from this form of treatment. 
It is necessary to point out that we have had no little difficulty in fol- 
lowing up our patients at the clinics; many of them refused to return 
because of the degree of pain; others, because of a characteristic 
early reaction which occurs in most cases and in which there is decided 
aggravation of the condition, shortly followed by definite but gradual 
improvement; others, because of the long, latent period, sometimes 
from six to eight weeks in duration, and others, because of the 
extreme slowness of the involution of the final papules. 

The suggestion that the results obtained might be due to a non- 
specific protein reaction was made, and we attempted to refute that 
possibility by experimentation. We believed that the protein concerned 
was a compound protein, and we therefore proceeded to separate the 
fat from the scales by continuous syphoning with ether. While we 
recognize that it is considered impossible to separate certain  lipo- 
proteins from the fat, and that this minute quantity of protein might 
be responsible for the reaction, nevertheless it would have been of 


moment to us to have found that the emulsion fat was more specific 











Fig. 1—In D. M. C., aged 33, the duration of the disease was sixteen years. 
A, photograph taken on Oct. 15, 1930. The acme appeared several days before 
B was taken, on Jan. 3, 1931, at which time the chest showed as marked a distri- 
bution as the thighs. (C, photograph taken on Nov. 14, 1931. This series of 
photographs shows quite well the exaggeration of the lesions under this form of 
therapy. 








440 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


in its action than the scale solution, because it would have indicated 
an autogenous vaccine type of reaction. However, in a series of eight 
cases, the fat emulsion proved to be inert. 

It is to be expected that persons who have employed a single form 
of therapy for about two and a half years will have made many obser 














Fig. 2—In R. P., aged 13, the duration of the disease was two years. The 
photograph on the left was taken on May 3, 1930; that on the right, on August 
16 


vations that are perhaps irrelevant, and will have formulated individual 
ideas regarding certain of the reactions obtained which may or may 
not be of interest to the reader. In order that the reader of this sub- 


ject matter may obtain the simple statement of results following therapy, 
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we have numbered our observations and shall present them in 
order, with little or no comment regarding them. 


RESULTS 

1. Patients having only a few lesions on the body seldom respond 
to treatment. 

2. Patients in whom there is a generalized eruption always respond, 
but in varying manner and degree. 

3. The eruption on the scalp is most sluggish in response. 

4. The clearing up of the lesions occurs in two main phases, from 
the borders or from the centers. 

5. The time required for a response varies widely ; usually the reac- 
tion occurs within three weeks from the beginning of treatment (after 
six injections ), while in some cases no reaction is shown for from four 
to eight weeks. 

6. In most cases there is definite though not marked evidence that 


the clearing of the lesions occurs in waves or cycles. There is a period 


of quiescence sometimes lasting from two to four weeks, during which 


no apparent improvement occurs, followed by a period during which 
definite improvement is noted. This cycle is then repeated. 

7. A spreading or aggravation of the original lesions almost always 
occurs before they commence to disappear. 

8. Fresh exacerbations of lesions sometimes occur while the patient 
is receiving therapy and while the original lesions are still fading. The 
new lesions are usually small, nummular and temporary, clearing up 
before the older ones. 

9. In cases in which the lesions clear up slowly, the final discrete 
lesions possess a marked resistance, in some cases lasting for months. 

10. Generalized eruptions in children respond quickly and steadily ; 
there is a short, latent period followed by a comparatively quick, 
steady response. In children whom we have treated, the generalized 
type of eruption is, in the main, a thickened, well circumscribed and 
powdery type. 

11. Children are prone to have a relapse sooner than adults. 

12. The response in adults is usually decidedly slow. In excep- 
tional cases, however, the clearing up is spectacular. 

13. There is no fever or other clinical reaction to the injections 
other than a change in the lesions. 

14. A slightly better response occurs when the solution is shaken 


before being used, so that actual small particles of scales are injected. 
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15. In one instance, continuous and prolonged therapy induced 4 


more marked and generalized crop of lesions, which persisted at t! 
time this paper was written. 

16. Changes in the blood in patients under therapy have been 
inconstant. 

17. We have often been informed that itching is relieved after th: 
administration of a few injections. 











Fig. 3—In W. G. P., aged 21, the duration of the condition was ten years 


The photograph on the left was taken on March 5, 1929; that on the right, on 
Sept. 30, 1930. 


18. There is evidence to show that in the case of children (six 
cases) scarification alone over wide areas will result in involution and 
healing of the lesions on the body, while in adults it causes an exacerba- 
tion. 


19. The oil extractives have not been efficacious in our hands. 
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While we were working on the first series of cases, we were greatly 
interested in Mihailovic’s report,? which was concerned with the intra- 
muscular injection of the products of digestion of psoriatic scales. As 
his results were somewhat superior to our own, we determined to util- 
ize the method in a small series of cases. As we had no knowledge 
of the method by which the fluid obtained was sterilized, it was pre- 
sumed that much the same result would follow the ingestion of pow- 
dered scales, as we believed that ingestion would be followed by a fair 
degree of absorption. In a series of about ten cases capsules contain- 
ing one-half grain (0.0324 Gm.) of powdered scale were therefore 
administered twice daily. 


While we believe that this series was too small to warrant final 


opinions, we came to the conclusion that while much the same cycle 


occurred as when the scales were injected the results were inferior to 
those obtained by our own method. The difference in the methods of 
administration was probably responsible for the somewhat mediocre 


results that we obtained. 


RESULTS IN FIFTY CASES 

The following results were obtained in fifty cases: In ten cases 
the patients did not continue therapy. In thirty cases with generalized 
eruptions, cure was obtained in ten, improvement in nineteen and 
aggravation of the condition in one. In none of ten cases in which 
there were only a few lesions did healing result, but in two improve- 
ment occurred. 

CONCLUSIONS 

Fifty patients with psoriasis were treated by the intramuscular 
injection of an alcoholic suspension solution of autogenous scales, with 
the aforementioned results. We believe that this method of treatment 
is of specific value in certain cases, but because of the long latent 
period, associated with decided exaggeration of the eruption before 
healing occurs, it should be adopted only in cases of generalized erup- 
tions of long standing that have been resistant to other forms of 


treatment. 
2. Mihailovic, V.: Treatment of Psoriasis with Extract from Psoriatic 
Cutaneous Scales, Wien. klin. Wehnschr. 42:1192 (Sept. 12) 1929. 








ERYTHROSE PERIBUCCALE PIGMENTAIRE 
OF BROCQ 


REPORT OF A CASE WITH CAPILLARY AND HISTOLOGIC STUDY 


M. E. OBERMAYER, M.D. 


AND 
S. WILLIAM BECKER, M.D. 


CHICAGO 


Brocq was the first to call attention to a clinical entity characterized 
by a combination of erythema and hyperpigmentation in the perioral 
region. Cases have been reported since that time by various French 
authors, and a compiete summary of the reports, with a report of four 
cases, was made by Ormsby and Ebert.’ Since this study, Sezary, 


Civatte, Lefévre and Combe? have reported an additional case, with 
histologic observations. A woman, aged 41, had had the condition for 
fourteen months. It began as erythema, which was combined with 
hyperpigmentation four months later. Erythematous lesions appeared 
on the nose and forehead at the time those on the chin became pig- 
mented. The patient was frankly seborrheic. Menstruation had been 
irregular for two years, and she had not menstruated for two months. 
The condition had been stationary for seven months. Histologic 
examination showed parakeratosis with desiccation of the more super- 
ficial malpighian layers. The entire epidermis contained migratory 
cells, mostly mononuclears. The epidermis was markedly thinned in 
places ; the lower layers of the epidermis appeared as if replaced by the 
subjacent infiltrate. There was little pigment in the epidermis. The 
papillae and superficial dermis showed infiltration, largely of lympho- 
cytes but with some plasma cells. Numerous chromatophores were 
seen, which were filled with pigment. 

The following case has been studied at the University Clinics.* 

From the Division of Dermatology of the Department of Medicine of the 
University of Chicago. 

1. Ormsby, O. S., and Ebert, M.: Erythrose Pigmentaire Peribuccale 
(Brocq), Arch. Dermat. & Syph. 22:170 (July) 1930; Erythrose Peribuccale Pig- 
mentaire de Brocq, ibid. 23:429 (March) 1931. 

2. Sézary, Civatte, Lefévre and Combe: Dermatose pigmentée médio-faciale 
(forme extensive de la dermatose pigmentée péribuccale de Brocq), Bull. Soc 
frang. de dermat. et syph. 38:770, 1931. 

3. This case was presented at the scientific session of the Division of Derma- 
tology, Department of Medicine, University of Chicago, Nov. 6, 1931. 
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REPORT OF CASE 


History—A woman, aged 40, had had brownish-red discoloration of the peri- 
buccal region for six months. It had varied in intensity from time to time and 
had become especially prominent one week before she came to the clinic at the 
onset of menstruation. The patient had had an inflammatory eruption of the soles 
nine months before admission to the clinic of the type commonly called “eczema 
tyloticum,” which we consider a form of neurodermatitis. This cleared rather 
promptly under treetment. She gave a history of having had flushed face with 
“pimples” and “red nose” for several weeks two and three years before admission. 
Her daughter stated that the patient had threatened to commit suicide, and that 
she feared that her mother was going insane. She was tremendously upset by all 
noises and insisted on taking long walks at night. Her menses had always been 
scanty and somewhat delayed. For one year they had been irregular and profuse. 


She had never had any sexual desire. 


Examinaiion—The patient was a well developed woman; she was extremely 
apprehensive and talked incessantly. General physical examination gave negative 
results. The diagnosis in the gynecology clinic was ovarian insufficiency for which 
the patient was receiving ovarian extract. 

The basal metabolic rate was minus 5 on the only examination. The Kolmer 
and Kahn reactions of the blood serum were negative, and the urine was normal. 

Examination of the skin showed marked seborrhea, with little or no tendency 
to acne. On the chin and the lateral extremities of the upper lip the skin was 
irregularly discolored, being brownish red. A free area about 1 cm. in width 
around the mouth suggested the perioral pallor of scarlatina (fig. 1). This phe- 
nomenon has also been noted by Sézary and his co-workers.? Laterally the border 
was rather smooth, but on the chin it was irregular. No scaling was evident, and 
nothing abnormal was revealed by palpation. The orifices of the sebaceous glands 
were patulous. Diascopic pressure caused paling of the lesions, but a yellowish- 
brown color remained. 

Microscopic Examination of Capillaries—When the normal skin of the chin 
was studied, the color was predominantly yellow and only a few capillaries could be 
seen (fig. 24). In the pigmented region, the color was predominantly red, the 
capillaries were seen in greater number, and many venules were apparent (fig. 2B). 
After a few weeks, when the color of the lesions had become much less intense, 
the erythema was less marked on microscopic examination and no venules were 
visible. Capillaries could be seen in about the same number as previously, but 
were perhaps dilated to a lesser extent. It is thus seen that differences in gross 
color of the lesions correspond to changes in the vascular bed. 


General Microscopic Examination.—A section was fixed in Bouin’s picroformol 
solution, stained with hemalum-erythrosin-saffron and Masson's trichrome, and 
treated with ammoniacal silver solution with pyronine-methyl green counter stain. 

The Bouin's picroformol solution used was prepared as follows: solution of 
formaldehyde, U. S. P., 500 cc.; distilled water, 1,500 cc.; glacial acetic acid, 
100 ce., and sufficient trinitrophenol to bring the solution to the point of saturation. 
For Masson’s trichrome stain, slides are stained first with iron hematoxylin and 
then with a solution consisting of equal parts of acid fuchsin and ponceau de 
xvlidine; an after-stain is made with aniline blue. 

The stratum corneum was slightly thickened, loosely adherent and parakeratotic 
in places (fig. 3). The follicular orifices were dilated and filled with loosely 
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Fig. 1.—The lesions are confined to the chin and the lateral extremities of the 
upper lip. 


Fig. 2—Photomicrograph of capillaries: 4, normal skin of chin, showing occa- 


sional capillaries; B, diseased portion of chin, showing diffuse erythema, dilated 


venules and capillaries. 
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Fig. 3.—Proliferation of epidermal cells results in clubbing of the rete processes 
and narrowing of the papillae. Low power magnification; hemalum-erythrosin- 


saffron. 


Hyperkeratosis, pyknosis and vacuolation of the superficial part of the 
proliferation of basal cells with clubbing of rete processes and nar- 
High power magnification; hemalum-erythrosin-saffron. 


Fig. 4. 
epidermis ; 
rowing of papillae. 
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arranged keratotic cells and sebum. The stratum granulosum was insignificant in 
places and thickened in others. The cells of the stratum granulosum and of the 
more superficial part of the stratum mucosum showed intracellular edema; the 
nuclei were pyknotic and separated from the cell bodies by vacuoles. The cells 
of the stratum germinativum were increased in number, with large pale-staining 
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Fig. 5.—Hyperpigmentation of epidermis. Dendritic cells in basal portion. 
Marked hyperpigmentation of chromatophores, extending more deeply than normal. 
High power magnification; ammoniacal silver nitrate and pyronine-methyl green. 


nuclei and cell bodies more acidophilic than normal. Mitotic figures were seen 
more frequently than normal. In consequence of the increased number of basal 
cells the epidermis was thickened, the rete processes showed clubbed ends, and the 


papillae were narrowed (fig. 4). The papillary and subpapillary vessels showed 


swollen endothelial cells with no appreciable perivascular infiltrate. The sebaceous 
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elands were large and somewhat adenomatous, a condition not to be considered 
abnormal in the chin of a seborrheic person. 

Sections submitted to the berlin blue reaction showed no iron. 

In sections treated by the silver method for the darkening of melanin, the 
epidermis was only slightly hyperpigmented, but pigment was seen even in the stra- 
tum corneum. Many dendritic cells were seen at the epidermodermal junction 
(fig. 5). Rather many phagocytic cells (chromatophores) in the dermis contained 
melanin, more than one would expect with the slight epidermal hyperpigmentation, 
and they extended more deeply than normal. 

Trichrome stain revealed moderate edema and vacuolation at the epidermo- 
dermal junction. Two distinct types of cells could be seen, the palisade basal cells 
and the dendritic cells. The former were distinguished by their fibrillary proto- 
plasm arranged in the way usually described. The latter were located in the extreme 
basal portion, had many processes which could be traced for varying distances and 
had granular protoplasm. The protoplasm was more basophilic than that of the 
palisade cells, as has been described by Becker, Pautrier and Woringer? in 
dendritic cells of the epidermis in xeroderma pigmentosum. Just how much the 
melanin granules account for the granular and bluish appearance of the cells is 
difficult to say, but the same type of cell, with practically the same protoplasmic 
characteristics, is also found in nonpigmented sections from the normal palm. 
This subject will be considered in connection with a report of a pigmented palmar 
lesion. 

COMMENT 

The condition in this case fulfils Brocq’s requirements, namely, 
typical location, brown-red color, spontaneous variation of the color 
and disappearance of part of the color on diascopic pressure. Little 
can be added to the clinical features of the disease. Our patient pre- 
sented marked neurocirculatory instability (general behavior, rosacea 
and neurodermatitis ), which has been recently discussed at length by 
one of us (Dr. Becker*®), with something more tangible in the form 
of absence of sexual desire with menstrual irregularity. Microscopic 
study of the capillaries verified the impression of Ormsby and [bert ' 
that the variation in color depends largely on vascular changes. 
Melanin pigment was actually increased in the form of numerous 
dendritic cells in the epidermis with more than the usual amount of 
pigment in the chromatophores. The epidermis, however, was not 
greatly hyperpigmented, which suggests that the process was an early 
one or that the epidermal cells were incapable of retaining pigment, 
somewhat in the nature of “incontinentia pigmenti,” so well described 
by Bloch and Sulzberger.* The basal cells were in a state of rather 


4. Becker, S. W.; Pautrier, L. M., and Woringer, F.: A Case of Xeroderma 
Pigmentosum: With Special Pigment Study, Arch. Dermat. & Syph. 25:915 
(May) 1932. 

5. Becker, S. W.: Dermatoses Associated with Neurocirculatory Instability, 
(rch, Dermat. & Syph. 25:655 (April) 1932. 

6. Bloch, B.:  Eigentiimliche bisher nicht beschriebene Pigmentaffektion 
(Incontinentia Pigmenti), Schweiz. med. Wehnschr. 7:404 (May 1) 1926. 
Sulzberger, M. B.: Ueber ein bisher nicht beschriebene congenitale Pigmenta- 
nomalie, Incontinentia Pigmenti, Arch. f. Dermat. u. Syph. 154:19, 1928. 
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rapid proliferation, accounting for the clubbing of the rete processe: 
This was likely the primary process, the pigmentation being secondary, 
although both probably followed the vascular changes. There was noi 
a great deal of change that could be called inflammatory. 

The dermatosis occurred in a region often involved in various ways 
in patients with pelvic disturbance. The manifestations found were 
acne rosacea, acne vulgaris (often confined to the chin in patients with 
pelvic disturbance ), seborrheic dermatitis and Poor’s chloasma periorale 
virginum. Pautrier* reported the case of a young man, with lesions 
at first erythematous and later atrophic, present since infancy, calling 
the condition “erythrose faciale atrophiante” ; the most marked lesions 
occurred in the region in question. Takeuchi* described the case of a 
young girl who had brownish pigmentation of the upper lip which 
varied from time to time in intensity. Juster * reported three cases of 
erythrose peribuccale pigmentaire in men, two of whom had gastro- 
intestinal disturbances. This shows that the condition does not occur 
exclusively in women. 

SUM MARY 

A woman, aged 40, presented erythrose peribuccale of Broeq of six 
months’ duration. Microscopic examination of the capillaries showed 
marked diffuse erythema with dilated capillaries and venules. A few 
weeks later, when the clinical discoloration was not so marked, the 
venules could not be seen, and the capillaries were not so dilated. 
Changes in gross color are thus seen to be due to vascular changes. 
Histologic examination showed vascular dilatation with basal cell pro- 
liferation, causing clubbing of the rete processes and narrowing of the 
papillae. Silver preparations showed increased epidermal pigmentation 
with dendritic cells at the epidermodermal junction. The dermis con- 
tained more than the normal number of chromatophores, and they 
extended more deeply than normal. The reaction to prussian blue 
showed no iron. 

CONCLUSIONS 

Erythrose peribuceale pigmentaire of Broeq occurs usually in sebor- 
rheic women showing signs of neurocirculatory instability and, in most 
instances, definite pelvic disturbance (ovarian insufficiency in our case). 
It is characterized by vascular dilatation and instability, epidermal pro- 
liferation and mild but definite melanin hyperpigmentation, especially 
of the dermis. No iron pigment was found. 


7. Pautrier, L. M.: Un nouveau type clinique, l’érythrose faciale atrophiante, 
Bull. Soc. frang. de dermat. et syph. (Réunion de Strasbourg) 31:80, 1924. 

8. Takeuchi: An Unusual Case of Chloasma, Jap. J. Dermat. & Urol., vol. 24, 
1924; abstr., Zentralbl. f. Haut- u. Geschlechtskr. 17:171, 1925. 

9. Juster: Récherches sur l’étiologie et le traitement de l’érythrose pigmen- 
taire faciale (érythrose pigmentaire péribuccale de Brocq), Bull. Soc. frang. de 
dermat. et syph. 34:337 (May) 1927. 





PERLECHE IN ADULTS 
REPORT OF FOUR CASES APPARENTLY DUE TO MONILIA, WITH 
EXPERIMENTAL OBSERVATIONS 


LOUIS J. FRANK, M.D. 


KANSAS CITY, MO. 


Yeasts and yeastlike organisms have been advanced as the cause of 
a diverse group of diseases. The latest of these is perleche, for which 
Finnerud ' has established a strong case. He has been the only one to 


reproduce the disease experimentally with recovered organisms. 


Skolnik ? reported five isolated cases in adults from which ecrypto- 
cocci were cultivated; Becker and Ritchie * recovered the “thrush- 
fungus” from one of six cases in adults. 

Four additional, isolated, consecutive cases in adults from which 
Monilia was recovered are herein reported. 


REPORT OF CASES * 


Case 1.—A man, aged 48, sought advice because of trouble with the corners 
of the mouth of one month’s duration. Examination showed bilateral, wedge- 
shaped, deeply fissured areas of dermatitis. A portion of the process extended 
over the mucous membranes medially 10 mm. from the commissures ; it resembled 
leukoplakia. The patient’s upper teeth had been extracted, but no dental plate 
was worn; the lower teeth were intact. This produced a deep fold at each com- 
missure, which was the seat of the dermatitis. 

Case 2.—A man, aged 52, afflicted with dementia paralytica and furunculosis, 
had not noticed the condition of the mouth. The appearance was similar to that 
in case 1, except that the involvement of the mucous membrane was less extensive, 
and the deep fold was produced by protrusion of the upper lip; salivation was 
excessive. 

Case 3.—A man, aged 50, two years previously had a carcinoma of the lip 
cauterized. He returned for examination because of trouble with the lip which 
had developed during the preceding week. Examination showed a well healed 
scar, with only slight deformity and no evidence of recurrence. The mucous mem- 
brane at the commissure was thickened, white and fissured. There was only a 
small area of contiguous dermatitis. When the patient opened his mouth, it was 

1. Finnerud, C. W.: Perléche: A Clinical and Etiologic Study of One Hun- 
dred Cases, Arch. Dermat. & Syph. 20:454 (Oct.) 1929. 

2. Skolnik, E. A.: Perléche of Adults: A Report of Five Cases Apparently 
of Mycotic Origin, Arch. Dermat. & Syph. 22:642 (Oct.) 1930. 

3. Becker, S. W., and Ritchie, E. B.: The Role of Yeasts in the Production 
of Superficial Dermatitis, Arch. Dermat. & Syph. 22:790 (Nov.) 1930. 

4. Dr. R. L. Sutton’s patients were used in this study. 
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noticed that this area of involvement remained intertriginous. The opposite co: 
missure was uninvolved. 

Case 4.—A man, aged 20, stated that his commissural lesion had been pres 
for about two months. A large, triangular erythematous area, with a fissure 12 
mm. long, was present on the left side. Involvement on the right was less exte: 
sive. The portion of the mucous membrane in this area showed thickening and 
whiteness. There was no scaling; the fissure was shallow, and the whole process 
appeared to be healing. 

The condition in cases 1 and 3 cleared up rapidly under treatment with 10 per 
cent silver nitrate and 2 per cent gentian violet, respectively; that in case 2 
improved after several applications of silver nitrate, but soon relapsed. The patient 
in case 4 was not treated. 


CULTURAL CHARACTERISTICS 
Ixtemporaneous preparations of potassium hydroxide from the 
scrapings all showed numerous “‘yeastlike’” bodies and a few “hyphae 
like” structures. However, the several confusing artefacts that occur 
in these preparations being kept in mind, cultures were relied on entirely. 
Scrapings planted on Sabouraud’s maltose agar (Difco) showed visi- 
ble colonies in forty-eight hours. These grew rapidly and were moist, 


opaque and cream-colored. Microscopically, they consisted of round 


and oval, single and double-budding, double-contoured cells of various 
sizes, averaging about 7 microns. After from seven to fourteen days, 
the colonies stopped enlarging, and filaments sprang from the periphery 
of the main growth. These continued to grow, ramifying entirely 
beneath the surface of the agar. Microscopically, these filaments showed 
dense clumps of conidia, the individual elements being smaller than the 
original yeast cells. Some of these filaments were composed entirely of 
closely packed conidia. Others showed very fine, branched, nonseptate 
hyphae with clumps of conidia attached. 

Hanging-drop cultures showed some of the cells to elongate, and 
these elongated elements budded frequently. No true mycelia developed 
in hanging-drop cultures within three weeks. 

The organisms from the four cases presented identical cultural char- 
acteristics. No ascospores were found, so the organisms would be 
classified as Monilia (sensu lato), following Castellani’s practical 
classification. 

EXPERIMENTAL OBSERVATIONS 

The right commissure of my own mouth was superficially scraped, and the 
scrapings planted on Sabouraud’s maltose agar. These subsequently showed only 
colonies of white staphylococci. A loopful of the primary culture from case 1 
was gently rubbed into the scarified area. Stained smears of the culture showed 
it to be free from bacteria. Within twenty-four hours the area became acutely 
inflamed; the height was reached by the morning of the third day, when the 
glands of the submaxillary chain became enlarged and tender. The inflammation 
subsided rapidly during the following twelve hours. 
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lhe conditions found in these cases were then simulated. The commissure was 
kept constantly moistened ; care was exercised in cleansing the teeth and in shaving 
to avoid this area. In the evening, bits of food, especially acid fruits, were allowed 
to collect. The normal fold at the corner of the mouth was consciously exagger- 
ated. The lesion then settled down to an area of low grade inflammation, with 
hits of an easily detached white membrane forming from time to time on the cuta- 
neous surface. The portion of the mucous membrane in the area affected became 
slightly thickened and whitish on a reddened base. Small fissures often formed, 
but owing to the unnatural position of the mouth consciously maintained, these 
were always in different areas; thus, they did not persist and enlarge as in the 
original cases. 

Scrapings, taken on the sixth day, planted and streaked on blood agar plates, 
showed no streptococci. Morphologically, the same yeast was grown in cultures 
taken on the seventh, eleventh, seventeenth, twenty-third and thirty-second days. 
Bacterial growths were also obtained in all instances. 

The left commissure was scarified three separate times, but was not moistened 
or protected. It never showed involvement. 





Fig. 1 (case 2).—Typical perléche in an adult. 


After a lapse of a month, the experimental lesion showed no signs of subsiding, 
and it was decided to terminate it. This was accomplished by resuming ordinary 
oral hygiene and by keeping the area dry. Cultures taken one week later produced 


no yeasts. 

The strains isolated from the remaining three cases were inoculated into 
scarified areas on my forearms and legs. Scarifications were used as controls 
Reactions appeared in from twenty-four to forty-eight hours, and reached their 
heights in from three to four days. Pruritic pustular lesions developed in_ the 
three inoculations, and with two of them tender axillary lymphadenitis occurred. 
Cultures taken on the sixth day were positive in each instance; none were taken 
atter that time. The lesions persisted as scaly erythematous patches for three 
weeks, and at four weeks a slight furfuraceousness was still visible. 

These yeasts and yeastlike organisms have come to be considered as part of 
the normal dermatologic flora. However, the literature revealed no figures to 
indicate the frequency of their occurrence at the corners of the normal mouth. 
Skolnik ? found none in ten cases, and my first ten failed to show any. The 
number of cases was then increased to one hundred; only adults were included. 
lhe scrapings were superficial and were taken from each uncleansed commissure. 
lhe mouths were normal as to definite pathologic lesions, although many were 
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dirty and slightly macerated. Nineteen strains were obtained, seventeen of which) 
developed mycelia; Sabouraud’s maltose agar was the only medium used. || 
strains were grown in distilled water on a microscopic slide for forty-eight hours 
and examined for ascospores. These were found in six instances in the hyphae- 
forming group, but in neither of the two nonhyphae strains. This low incidence 
of cryptococci and complete absence of saccharomyces was surprising in view of 
Greenbaum’s and Klauder’s® findings of these genera in 23 per cent of normal 
intertriginous areas. 

Two of these strains classed as Monilia were inoculated also on my own fore- 
arms. The results were comparable to those obtained with the organisms isolated 
from the cases of perléche. 

COMMENT 

Some criticism might be directed at the term “‘perleche” used in con- 
nection with these obvious anatomic defects, especially in case 3. How- 
ever, the clinical picture, showing involvement of the mucous membrane 
extending to the cutaneous portion of the commissure, the mother-of- 
pearl-colored thickening and the fissuring, fulfils the demands made for 
perleche, except for contagiousness. The literature contains no evidence, 
other than that presented by Raymond,° of the contagiousness of per- 
leche among adults. That the adult mucous membrane is not very suscep- 
tible to the etiologic agents of perleche is evidenced by the fact that it is 
essentially a disease of childhood. It is well known that fungi require 
a favorable terrain to adapt themselves to parasitic life. For example, 
thrush is frequently associated with malnutrition, and sprue requires a 
nutritional unbalance (Ashford), although occasionally infection may 
take place by its sheer force. Likewise, the adult commiussures require 
conditions producing a favorable terrain before the “yeasts” develop 
their characteristic picture, although they may be merely present without 
either the terrain or the picture. We believe that the deepened groove 
at the angle of the mouth, as suggested by D. W. Montgomery,’ and 
increased acidity associated with oral fermentation are factors producing 
a favorable terrain, although acidity was not determined in any consider- 
able number of cases. This combination has been shown to be active 
elsewhere in the human body. Thus, in vulvovaginitis, due to Monilia, 
as observed by Plass, Hesseltine and Borts,* the signs and symptoms 
were evident during gestation and premenstruation, the two periods of 
highest vaginal acidity. Furthermore, they subsided sp mtaneously with 
the passing of these conditions, although the organisms could still be 
cultivated. 

5. Greenbaum, S. S., and Klauder, J. V.: Yeast Infections of the Skin, Arch. 
Dermat. & Syph. 5:332 (March) 1922. 

6. Raymond, quoted by Lane, J. E.: J. Cutan. Dis. 35:433, 1917. 

7. Montgomery, D. W., in discussion on Finnerud (footnote 1). 

8. Plass, E. D.; Hesseltine, H. C., and Borts, I. H.: Monilia Vulvovaginitis, 
Am, J. Obst. & Gynec. 21:320 (March) 1931. 
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Bearing in mind Sabouraud’s statement, ‘How easy it is to make two 
or three cultures, obtain two or three colonies of the same yeast, and to 
declare the cause,” one must also remember that these strains of Monilia 
produced acute inflammatory changes when inoculated in pure culture, 
and that with proper conditions the inflammation persisted, producing 
the clinical picture of perleche. The dematitis remained unilateral 
because of the different conditions experimentally maintained at the two 
commissures. 

SUMMARY 

Four cases of perléche in adults are reported from which organisms 
classified as Monilia were cultivated. 

Moniliae obtained from case 1 were inoculated in the right commis- 
sure of my mouth and produced a lesion clinically similar to perléche. 
It persisted until it was terminated one month later. Moniliae were 
repeatedly isolated from this lesion throughout its course. 

Monilia obtained from the remaining cases inoculated into glabrous 
cutaneous surfaces first produced pustular lesions. These became scaly 
and persisted for four weeks. Cultures were taken on the sixth day 
only; all showed Monilia. 

Cultures taken from apparently normal commissures of one hundred 
patients produced “yeast” growths in nineteen instances. These were 
divided as follows: Monilia, 11 per cent; Endomyces, 6 per cent, and 
Cryptococcus, 2 per cent. 

Comment is made on perléche in adults as a “yeast” infection. 


801 Lathrop Building. 








ACNE VULGARIS 


HEREDITY IN THE ETIOLOGIC BACKGROUND 


JOHN H. STOKES, M.D. 
AND 
ALLEN D. KING, M.D. 


PHILADELPHIA 


Acne vulgaris has long been accepted as a cutaneous disease of 
multiple etiologic background. It resists the tendency to compress it 
into the single cause categories so popular in the past three decades of 
medical progress. The clinical picture itself defies one track analysis, 
for the seborrheic factor, the metabolic factor recently emphasized by 
Bloch,’ the pyogenic and acne bacillus elements in the bacteriology and 
the occasional reference to constitutional underlying dysfunctions, such 
as Knowles and Decker’s* observations on gastric anacidity and Sut- 
ton’s * on the influence of liver extract, all suggest that the background 
of acne is a complex. Some years of observation led one of us to the 
belief that familial and perhaps hereditary predisposition plays a part 
in this complex background. We were led therefore to survey a series 
of 143 private records of patients with acne vulgaris, of which the more 
recent ones have been the most valuable, and to conduct a control 
census on 100 normal physicians and nurses with reference to the 
familial incidence of this disease. While the records were perforce to 
be accepted as they stood, the inquiry among the controls was conducted 
with special care and with the cooperation to be expected of such a 
group. We feel reasonably sure, therefore, that the statistical result is 
conservative, for our more recent experience, now that we are alert to 
the familial factor, indicates that our earlier records would have yielded 
more positive results if more attention had been paid to the matter. As 
a corollary to the study of acne, 82 private records of patients classified 
as having seborrheic dermatitis were studied for a possible hereditary 


From the Department of Dermatology and Syphilology, School of Medicine, 
University of Pennsylvania, Dr. John H. Stokes, Director. 


1. Bloch, Bruno: Metabolism, Endocrine Glands and Skin Diseases, with 
Special Reference to Acne Vulgaris and Xanthoma, Brit. J. Dermat. 43:2 (Feb.) 
1931, 

2. Knowles, F. C., and Decker, H. N.: Gastric Acidity in Acne Vulgaris 
Preliminary Report, Arch. Dermat. & Syph. 13:216 (Feb.) 1926. 

3. Sutton, R. L.: Liver Diet in Acne Vulgaris and in Furunculosis, Arch 
Dermat. & Syph. 18:887 (Dec.) 1928. 
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or familial element. Unfortunately, we were obliged to fall back on a 
history of dandruff and baldness as the only detail of familial history 
likely to impress itself on the patient or to be inquired into as a routine. 
Thus our inclusion or elimination of heredity and family tendency in 
seborrheic dermatitis rests on weak evidence, and is not offered as more 
than suggestive. 

The presence of a definitely establishable hereditary factor in an 
etiologic complex is a matter of importance, for it represents an inborn 
warp or trend that definitely modifies both treatment and prognosis. 
With specific application to acne vulgaris, it can be to some extent 
weighed and estimated in advance, and a child, especially a girl, can be 
taught to accept certain prophylactic restrictions in the interest of a 
good complexion. What these factors may be is the subject of a study 
now in progress, but it may here be suggested that abstinence from 
sweets, education in regard to the relation between rest and a good 
complexion and avoidance of parentally inflicted fixations, auto- 
inoculative tics and habits of excoriation and the like can be to some 
extent taken up as a species of prophylaxis in anticipation of the appear- 
ance of acne. Moreover, the inclination to apply intensive roentgen 


therapy at an early age for a trivial comedosis may be restrained if 


it is known in advance that a strong hereditary twist is likely to make 
the problem one of increasing obstinacy and seriousness throughout the 
puberal and adolescent years. On these matters no results are offered 
in this paper. 

The components of an inherited background are of practical signifi- 
cance. Just what is it that a patient with acne inherits, if he inherits 
anything? The chief possibilities that occur to us include, first, a 
tendency to allergic reaction to an invading organism (bacterial allergy), 
which is of course well recognized as a form of allergy if not as a form 
of heritable allergic tendency. We have observed patients with mild 
or severe grades of acne in whom, following puncture of an acne lesion, 
not only does a wheal develop about the traumatized lesion without any 
general dermographic tendency, but the puncture of one or two lesions 
leads rapidly to wheal-like induration of a number of adjacent untouched 
lesions (local allergic response to released toxin?). Acne urticata, too, 
is a type of acne suggestive of an allergic substrate. Other predisposi- 
tions and susceptibilities than allergic ones may be inherited, as in 
familial susceptibility to the causative agents of rheumatic conditions. 
ne of us was deeply impressed at one time by the informal remarks of 
Richard Cabot on familial “streptococcosis.” Our own more recent 
observations have suggested that susceptibility, or at least increased 
incidence of pyogenic cutaneous infections, occurs in families, possibly 
as an aspect of transmissible susceptibility, though there are other 
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important explanations. A third group of distinctly heritable possi- 
bilities is metabolic and, as in diabetes, involves the control and dis- 
position of carbohydrates in the body. We have long felt that abnormal 
carbohydrate storage or metabolism in the skin may explain a metabolic 
quirk presented by the seborrheic, the pyogen-susceptible and the yeast- 
susceptible person. Perhaps this quirk, if it exists, is heritable. 

Thus far it will be noted that we have carefully used a double termi- 
nology—heritable and familial—in order to preserve an important dis- 
tinction. For a condition to occur or recur in families, even through 
three successive generations, does not prove the condition to be heri- 
table or traceable to a germ plasm abnormality. Similarity of environ- 
ment, habits, diet and status may explain much that might pass as 
hereditary, to say nothing of transmission by mere hand to hand con- 
tact. General statistical evidence such as we have collected from our 
material tends to prove a familial rather than a heritable character. The 
ideal and in fact the only unassailable method in man would seem to 
be the study of single and double ovum twins. We were not aware, 
nor do English-speaking dermatologists, to judge by their textbook 
views, seem to be generally aware, that such a study has been apparently 
successfully carried through by Siemens of Munich. 


THE LITERATURE 


Recent textbooks, especially in English, contain no reference that 
we have been able to find to the heritable and familial factors in acne 
vulgaris. The first English reference containing actual data that we 
were able to find was Bulkley’s * summary of 879 private cases in which 
distinct familial or hereditary influence (brothers or sisters affected in 
119 cases, and a parent in 41 cases) appeared. This was obscurely 
published in 1885. In 1880 Guibout * had pointed out that the ten- 
dency to acne might be hereditary. The textbook references in the 
continental literature were summarized by Siemens ® briefly as follows: 
Houflaud in 1905 was the first textbook writer to mention the heri- 
tability of acne. Bender, in 1831, Alibert, in 1837, Veiel, in 1862, and 
Wolff, in 1899, called attention to familial onset. Alibert, Darier and 
Schutz spoke, furthermore, of a more or less inherited peculiarity of 
constitution of the skin- which predisposes toward acne. Plumbe and 
Rieke, in 1841, mentioned hereditary transmission of the diathesis, 
and Alibert, in 1857, went so far as to suggest the familial appearance 


4. Bulkley, L. W.: Etiology of Acne—A Clinical Study, Gaillard’s M. J. 40: 
242, 1885. 

5. Guibout, .E.: De l’étiologie acné, Union méd., Paris 29:125, 1890. 

6. Siemens, H. W.: Acne Inheritance, Miinchen. med. Wehnschr. 73:1514, 
1926. 
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of comedones, but compared the phenomenon to the alleged appear- 
ance of rickets in whole generations, or even an entire sex, as among 
the Finns. Veiel, in 1862, reported the occurrence of acne in grand- 
father, father and daughters, but later failed to mention it. Veiel, Jr., 
elaborated his father’s observations and showed that in his clinic acne 
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Fig. 1—Schematic representation of the family histories of the patients with 
acne vulgaris. Note the interrelations with pyogenic infections. 


had repeatedly been found occurring in three generations. Von Zum- 
busch, recalling the teachings of Wolff, was credited by Siemens with 
the statement that Wolff repeatedly emphasized the heritable factor in 
the disorder, though he did not mention it in his text. Hebra and 
Kaposi made no mention of a hereditary factor in acne, and Spiegler 
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and Gross, in the general etiologic section of Mracek’s “Handbuch,” 
overlooked it entirely. In 1909, Cole* mentioned hereditary seborrheic 
predisposition as a factor in acne vulgaris and rosacea, and in 1912 
Whitfield,® in a discussion on acne and seborrhea, spoke of an adolescent 
predisposition tending to run in families. 

Siemens’ ® first observations, in 1922, concerned the occurrence of 
double comedones in single ovum twins, in which he suggested a back- 
ground in heredity not unlike that which he was studying in connection 
with freckles and pigmentary nevi. In 1926 he published observations 
on 28 pairs of identical twins and 6 pairs of double ovum twins. In 
addition, there were 4 pairs of identical twins and a single pair of 
double ovum twins with milia and seborrheic inflammatory processes. 
On the basis of this series Siemens made the outstanding observation 
that juvenile acne is essentially identical in distribution and character 
in identical twins, while markedly different in double ovum twins or 
entirely absent in one of them. The mathematical analysis of the heredi- 
tary possibilities in freckles, offered by Siemens, is probably incompre- 
hensible to most dermatologists, but the conclusion that the heredity of 
acne in twins is almost identical with the heredity of freckles is clearly 
stated. Siemens, in discussing the problem, stated the belief that the 
hereditary factors are probably multiple, and that further progress will 
be made less from a study of twins than from detailed studies of 
families. He emphasized the permissibility of using the scarring result- 
ing from acne as a basis for estimating the localization and severity of 
the process. Weitz,'® in 1924, in a detailed description of a large series 
of identical twins of all ages observed the tendency to identical furun- 
cular involvement of the neck in 2 pairs (16, 35), a marked acne of 
face and forehead in 16 year old brothers (pair 15), marked seborrhea 


of the scalp in the same pair and interscapular seborrheic eczema in 


2 sisters (pair 26). 
RESULTS OF PRESENT STUDY 
Our results are summarized in table 1, dealing respectively, with 
seborrheic dermatitis (82 cases), with acne vulgaris (143 cases) and 
with controls (100 cases), the last group including physicians and 
nurses, between the ages of 18 and 27 years, who had never had acne 
vulgaris, though some had slight pityriasis simplex of the scalp. 


7. Cole, A. M.: Modern View of Etiology and Treatment of Acne Vulgaris 
and Acne Rosacea, J. Indiana M. A. 2:105, 1909. 

8. Whitfield, A., in discussion on Acne and Seborrhoea, Their Causation and 
Treatment, Brit. M. J. 2:286, 1912. 

9. Siemens, H. W.: Ueber die Bedeutung der Erbanlagen fiir die Entstehung 
der Muttermaler, Arch. f. Dermat. u. Syph. 147:28, 1924. 

10. Weitz, U.: Univitelline Twins, Ztschr. f. klin. Med. 101:115, 1924. 
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It appears that acne vulgaris is twenty-six times as frequent in the 
parents, and twice as frequent in the siblings of persons with acne 
vulgaris as in those of persons who have never had acne. We repeat 
that this does not establish acne as a hereditary disorder, but it at least 
strongly supports the suggestion of a background within the family. 
The fact that seborrheic scalp and seborrheic dermatitis do not present 
a similar familial incidence is merely suggestive of a difference between 
the background of acne and that of seborrheic processes. This accords 
with our later impression that it is the pyogenic complication of acne, 
or the tendency to pyogenic infection, that is the more important familial 
influence. This none the less is still an impression and nothing more. 
The question as to whether the familial background of acne may not 
consist in exposure to the infectious agents concerned is rather opposed 
by the fact that parents with acne have usually recovered from the dis- 
ease long before the children reach the age when acne occurs and mani- 


Familial Incidence in Acne Vulgaris and Seborrheic Dermatitis 
(The Proportions Are Given in Percentages) 


Seborrheic Seborrhea 
Scalp Acne in in Aene in Entirely 
Cases Patient Parents Parents Siblings Normal 


27 "8 
ot ow 


ee ee 3 j 26 f 
Seborrheic dermatitis......... y 58 4 + 20 44 
Normal controls............+:- 1 19 18 44 


fests the active lesions. Moreover, among the siblings of persons who 
had never had acne, there was a fair sprinkling of it, to serve as a focus 
of possible infection. It seems more probable that if a nonhereditary 
influence is responsible for this familial incidence it would be in the 
form of diet and hygiene, for example. We regret that our material 
is not sufficiently detailed to enable us to trace metabolic disease or ten- 
dency, as toward diabetes, for example, in these groups, as suggestive 
of the quirk in carbohydrate metabolism to which we have alluded. In 
any event, it would seem that, as Siemens suggests, the heritable factors 
are complex and do not follow a simple mathematical distribution a la 
Mendel. 

An interesting but not sufficiently controllable item in our material 
was noted in the apparently greater frequency of atopy in the families 
of our patients with seborrheic dermatitis (28 per cent) than in those 
of pafients with acne (13 per cent). This suggestion of an allergic 
background in the subject with dermatitis deserves further and better 
study. 

PROTOCOLS OF FAMILY HISTORIES 

Case 1.—First Generation: Grandfather, paternal, aged 73, slight acne, definite 
tendency to pyogenic infections even in old age. No diabetes. Grandmother, 
paternal, normal; siblings normal. 
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Second Generation: Father, aged 46, moderate acne in boyhood, life-long well 
marked tendency to seborrhea. Siblings, none. Mother, aged 46, slight acne in 
girlhood, rosacea later. Brother, moderate acne in boyhood. 


Third Generation: The patient, aged 21, severe acne with persistent tendency. 
Cousin (son of mother’s brother), very similar in appearance and make-up, had 
an identical type of acne of equal severity. This cousin is the offspring of a father 
with mild and a mother with severe acne, just as the patient is the product of 
two parents with mild acne. It will be noted that in two members of the third 
generation, by the fusion of two mild strains of acne, offspring with severe acne 
seem to have resulted. 

Case 2.—First Generation: Maternal grandfather, normal. Maternal great- 
uncle, acne in boyhood, tendency to pyogenic skin infections. Maternal grand- 
mother, acne in teens. Paternal grandfather and grandmother, normal. 


Second Generation: Patient's father, acne in teens; marked, repeated furuncu- 
losis. Patient’s mother, acne in teens; some tenedency to boils. Maternal aunt 
and two maternal uncles, mild acne. Maternal first and second cousins, marked 
acne, 

Third Generation: The patient, aged 13, several attacks of impetigo, mild 
beginnings of acne. Patient’s brother, marked acne and furunculosis in teens. 
Another brother, severe pyogenic infection with lymphangitis. 

This case illustrates the association of acne and susceptibility to pyogenic infec- 
tions in the family background. 

CONCLUSIONS 

1. There is evidence, both from studies of identical twins recorded 
in the literature and from studies based on patients’ histories, that there 
is a familial and heritable element in predisposition to acne vulgaris, 
which should be considered in prognosis and treatment. 

2. The incidence of acne in the parents of patients with acne is 
twenty-six times that in the parents of persons who have never had 
acne. 

3. There are reasons to suspect that the heritable factor involves 
the element of pyogenic susceptibility. 

4. Patients with seborrheic dermatitis exhibited a more pronounced 
family history of atopy (28 per cent) than did those with acne (13 
per cent). 

5. The heritable factors are probably complex and do not follow a 
simple mendelian distribution. 

6. The possibilities involved in the study of identical twins are 
largely exhausted, and emphasis should now be placed on the obtaining 

. . . 2 
of adequate family histories. 





SELF-STERILIZING POWERS OF THE SKIN 
III. CARBOHYDRATE METABOLISM 


THEODORE CORNBLEET, M.D. 
CHICAGO 


It has long been recognized that infections of the skin are often asso- 
ciated with hyperglycemia and lowered tolerance for carbohydrates." 
Therefore, the next experiments in this series were made to study the 
influence of the ingestion of sugar on the fate of micro-organisms on 


the skin. 
METHOD 


The method for determining the rate at which micro-organisms are removed 
from the skin was the same as that used in previous studies.2 A standardized 
emulsion of Staphylococtus aureus was spread on an area of the skin. The 
organisms on one fourth of the area were immediately transferred by means of 
a moist swab to a Petri dish of plain agar medium. This was the control for 
the other areas which were swabbed successively at ten minute intervals, one at 
a time. The organisms that could be removed from the skin by these swabs were 
likewise transferred to Petri dishes. The number of colonies that grew from the 
individual transfers could be charted to form a curve that showed graphically the 
rate at which staphylococci were inactivated on the tested area of the skin. Such 
tests were made at hourly intervals, usually for four hours and in some cases 
longer. At the same time the blood sugar was also determined at hourly inter- 
vals. On each person examined in these experiments observations were made on 
at least four different days. On half of the days the initial or control test for 
the rate of skin sterilization was made at 9 a. m. Half an hour later, or at the 
conclusion of the test, the subject drank a solution containing 50 Gm. of dextrose; 
on another day, the amount of dextrose was increased to 100 Gm. Thirty minutes 
after the taking of the dextrose, the second test for sterilization of the skin was 
made, and this was repeated at hourly intervals. On another day each person 
took 50 Gm., and on still another day, 100 Gm. of dextrose at 7 a. m. instead 

Supported by a grant from the Committee on Scientific Research of the 
American Medical Association. 

From the Department of Dermatology, University of Illinois College of 
Medicine, service of Dr. F. E. Senear. 

1. Gettler, A. O., and St. George, A. V.: The Value of Modern Chemistry 
to the Clinician, J. A. M. A. 71:2023 (Dec. 21) 1918. Olmsted, W. H., and 
Gay, L. P.: Study of Blood Sugar Curves Following a Standardized Glucose 
Meal, Arch. Int. Med. 29:384 (March) 1922. Reider, W.: Untersuchungsergeb- 
nisse tiber vertibergehende Glycosurie bei chirurgischen Infektionen und colori- 
metrische Bestimmung der Wasserstofhonenkonzentration, Arch. f. klin. Chir. 
125: 362, 1923. 

2. Cornbleet, T., and Montgomery, B. E.: Self-Sterilization Powers of the 
Skin, Arch. Dermat. & Syph. 23:908 (May) 1931. 
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of at 9 a. m. On these days the initial sterilization test was made, as before, at 
9 a. m., and was repeated at hourly intervals. Observations were made on normal 
persons, on diabetic patients and on patients with different dermatoses. As js 
usual in examinations for sugar tolerance, the patients went without breakfast. 


RESULTS 
In order not to complicate the report, the results were averaged and 
divided into three groups, one to represent normal subjects, another 


diabetic patients and the third persons with some type of staphylococcic 


Results in the Three Groups 


Time 
- A. 


Diabetic group a.m, 3 11:30 12:30 


100 Gm. of dextrose at 9 a.m, 
Sugar eee 200 235 267 240 
Percentage of organisms remaining 
viable ‘ 66a , , 17.5 


100 im, of dextrose at 7 a.m 
Sugar ‘ws 
Percentage of organisms remaining 
viable 


Normal group 


100 Gim. of dextrose at 9 a.m 
Sugar 
Pereentage of organisms remaining 
Viale 


10) Gim, of dextrose at 7 acm 
Sugar 
Percentage of organisms remaining 
Viable 


Pyogente group 


100 Gim, of dextrose at 9 a.m, 
Sugar 
Percentage of organisms remaining 
viable 


100 Cim, of dextrose at 7 a.m 
Sugar 
Percentage of organisms remaining 
viable ; 


infection, The changes in capacity for sterilization evoked in all three 
groups by the ingestion of sugar were similar. ‘There was, of course, a 
difference in blood sugar level. The only change noticed after the 
amount of dextrose was increased from 50 to 100 Gm. was that it took 
a little longer for the blood sugar curve to fall. Likewise, there was 
no material change in the capacity for sterilization, other than the fact 
that, as with the blood sugar curve, its depression was postponed and 
the period lengthened. Therefore, for simplicity, only the results of the 
experiments in which 100 Gm. of dextrose was used will be reported. 
In all three groups the ingestion of dextrose at 7 a. m. produced more 
rapid and greater changes in the capacity for sterilization. When taken 
nearer the waking hour, the sugar caused an earlier, greater and more 
prolonged depression in the capacity for sterilization. 
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COMMENT AND SUMMARY 
1. The ingestion of sugar has a powerful dynamic action on the 
rate of self-sterilization of the skin, and the curve of this self- 
sterilization runs parallel to the curve for the blood sugar level. 
2. The curves for self-sterilization and blood sugar levels after a 


sugar tolerance meal are both biphasic, with first a rise and then a 
depression. A similar curve of different dimensions is also found after 


nonspecific therapy with the ends reversed, however. 

3. The rate of self-sterilization is not dependent on the absolute 
height of the blood sugar, since one finds similar values for sterilization 
rate in normal persons and in diabetic patients with a very high figure 
for blood sugar. 

4. The changes in the ability of the skin to inactivate micro-organ- 
isms are related to the direction of amplitude in the sugar level curve 
from the fasting level. There is a marked decrease in the self-steriliza- 
tion of the skin coincident with the dip below the fasting level late in 
the sugar tolerance curve. 

5. The degree of retardation of self-sterilization appears to be 
related to the sluggishness with which the sugar curve returns to the 
fasting level. 

6. Diabetic patients are to be looked on as more easily infected, 
hecause their sugar tolerance curves take longer to return to the fasting 
level, 

7. Diabetic patients vary in the ease with which their blood sugar 
levels are raised or depressed. Some have more prolonged changes than 
others. ‘The former group is probably more easily infected. The phases 
of their curves last longer, produce a more prolonged depression of the 
capacity for sterilization and thus give the micro-organisms a longer 
time to gain a foothold beyond the skin’s primary defense mechanism 
against infection. 

8. In a similar way certain normal persons of an unstable type are 
also more liable to infection. Their blood sugar curves are not so well 
poised between the narrow limits found in most persons, and their 
(directional change in amplitude of the sugar tolerance curve is more 
sluggish, 

Y. Persons who are a prey to cutaneous infections should not eat a 
large quantity of easily assimilable carbohydrates at any one time. They 
can thus spare themselves the large fluctuations of blood sugar level 
conducive to partial lapses of self-sterilization in the skin. 

10. Since there is comparatively less carbohydrate tolerance in the 
early morning, before the more intense metabolism developed later in 
the day, those subject to cutaneous infections should consume the bulk 
of their carbohydrates at the later meals. 
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NEW YORK 


The widespread prevalence of ringworm infection of the feet has 
served to arouse a tremendous amount of interest in this problem in 
both lay and medical circles. Medical men who have occasion to treat 
patients for this condition agree that dermatophytosis infections have 
shown a manifold increase during the past decade. 

The rapid increase of these infections of the feet has been attributed 
to various factors: the greater popularity of many aquatic sports, the 
use of the common shower and locker rooms and the custom of walk- 
ing barefoot in the dressing rooms of gynasiums; all these are being 
considered by clinicians as important factors in the epidemiology ot 
this disease. 

Moreover, it has been observed that dermatophytosis of the feet is 
more common among the well-to-do than among the poor. Cleanliness 
is then apparently not an important element in the prevention of this 
infection, since the disease occurs more frequently among people who 
do take showers and bathe daily. 

One important factor in the epidemiology of ringworm infection 
which aids in perpetuating the malady is that experimental research 
has, as yet, failed to give a remedy that is specific or nearly specific for 
destroying fungus infections of the skin. It has been shown that the 
fungus spores can become viable after having remained for months and 
even years under the most adverse conditions. Bruhns, Alexander and 


Kadish * spread some of the organism known to cause dermatophytosis 


1. Bruhns, C.; Alexander, A., and Kadish, E.: Zur Kenntnis der Infections- 
quellen bei Pilzerkrankungen der Haut, Med. Klin. 25: 1769, 1929. 
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of the feet on leather and were able many months later to recover the 
organism from the leather. 

The organism most commonly responsible for infections of the feet 
is the Kaufmann-Wolf fungus which belongs in the group of the Epi- 
dermophyton or Trichophyton interdigitale. The next most frequent 
invader of the feet is Epidermophyton inguinale. Our experience with 
cultures from dermatophytosis of the feet has corroborated the experi- 
ments of Griff and Itkin,? among others, who found that the Kaufmann- 
\Volf fungus predominates in dyshidrotic lesions of the hands and feet. 

Investigators have tested the reaction of cultures in an attempt to 
discover the reaction of the medium in which the Kaufmann-Wolf 
fungus and Epidermophyton inguinale grow and develop best. Keller * 
found that the Kaufmann-Wolf fungus developed in mediums of a 
wide Py range of from 6.8 to 12, the optimum reaction being a py of 
from 6.8 to 7. He found that Epidermophyton inguinale grew in a 
py range of from 6.8 to 11. Gunderson * found that Epidermophyton 
inguinale developed in a py range of from 6 to 10, and that it grew best 
ina medium of a py of 7. Kadish,° in similar experiments, found that 
pidermophyton inguinale and the Kaufmann-Wolf fungus grew best 
in mediums with a py ranging from 7.2 to 7.6. 

The peculiar localization of ringworm infection between the toes 
has led investigators to speculate as to the probable reason for this 
selectivity. Weidman® made a thorough microscopic search for a 
specialized sebaceous gland in the fourth interspace, which he thought 
would account for the sensitiveness of that particular space to ringworm 
infection, Repeated examinations, however, failed to demonstrate the 
existence of such.an anatomic peculiarity. 

It seems to us that the widespread prevalence of dermatophytosis of 
the feet and its common localization in the fourth interspace can be 
explained in a simpler manner. The ringworm fungus grows best in 
a dark, moist, alkaline medium. Such an advantageous site is found 
between the toes of the feet where there is a concentration of sweat. 


Sweat is generally a favorable medium for bacteria, since it contains 


2. Griff, F., and Itkin, M. M.: Zur Aetiologie der Dyshidrosen, Acta dermat.- 
venereol, 11:508 (Dec.) 1930. 

3. Keller, P.: Zur Klinik der Hyphomykosen, insbesondere der dyshidrosi- 
lormen Epidermophytien zugleich ein Beitrag zur regioniren Verbreitung der 
Hyphomyzeten: die Pilzflora Oberbadens, Dermat. Ztschr. 49:33, 1926, 

4. Gunderson, E.: Pilzuntersuchungen neben das Problem der Gramfarbung, 
\rch. f. Dermat, u. Syph, 151:171, 1926. 

5. Kadish, E.: Ueber die Bedeutung der Nahrbodenalkalitat in der Mykologie, 
Dermat. Ztschr, 55:385, 1929. 

6. Weidman, Fred D.: Laboratory Aspects of Epidermophytosis, Arch. 
Dermat. & Syph. 15:418 (April) 1927. 
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most of the ingredients necessary for bacterial development: nitro- 
genous compounds, sugar and salts. 

Moreover, we’ have shown that the sweat of the lower extremities 
is slightly more concentrated than that of the rest of the body. The 
special selectivity of the fourth interspace for ringworm infection may 
be explained by the fact that the last toe of the foot is shorter than 
the others. The nail of the toe, when compressed in a shoe, becomes 
a constant irritant to the skin of the fourth interspace, predisposing it 
to infection. 


The pu of the Skin Surface of the Interdigital Spaces, the Axillae and Other 
Areas of the Skin 


Interdigital Spaces of Feet Control 
- ~ Normal 
Patient : 2d Sd ith Skin Axilla Comment* 


W. K, 7 ees nese 7.65 5.60 6.00 right Dermatophytosis of 
6.25 left feet 
6.15 left 
BS. 1. 6.15 a 7 7.65 right 5.30 ° 7.15 
7.15 
M. L. 5.60 - ie 5.30 5.3 7.50 right Applied 2% salicylic 
7.55 left acid ointment to 
the feet for two 
days 


3.15 3.0 15 6.30 
0 s d so Pruritus 
, _ ence 6.05 Hospitalized pa- 

tient, tabes 
dorsalis 

— we or ene Chronic eezema 

6.40 van oii 6.60 Psoriasis 

6.65 oon = j 6.90 Seborrheic derma 
titis 

7.00 ‘an 7 6.15 Psoriasis 

7.10 -~— of 6.80 Chronic psoriasi- 
form eczema 

5.95 — oame 3.3 Eczema of face 

6.95 oan 05 3.55 5 3. 2f Eezema of upper 
part of body 

5.90 oe 5.S 3.25 5.2 ° Lichenified eczema 
of neck 

7.65 - & 5.45 Marked derma- 
tophytosis 

7.45 a i 5 5. 5. Intertriginous 
eczema 


* The method employed in determining the skin reaction is explained in a former article.® 


We * have shown in another paper that under normal conditions the 
reaction of the skin’s surface is acid, having a py of from 5 to 5.5, 


and on that account inhibits the growth of bacteria and fungi. Lloyd 
and his associates ° have found the normal skin to be bacteriostatic. In 


7. Levin, O. L., and Silvers, S. H.: Sweating Response to Heat: Variation 
in Total Nitrogen, Urea, Chlorides and Sugar from Different Parts of the Body, 
Am. J. Physiol. 91:538 (June) 1931. 

8. Levin, O. L., and Silvers, S. H.: The Reaction of the Skin and Its Secre- 
tions in Eczema, Arch. Dermat. & Syph. 25:825 (May) 1932. 

9. Lloyd, Arnold; Gustafson, C. J.; Hull, T. G.; Montgomery, B. E., and 
Singer, Charlotte: The Self-Disinfecting Power of the Skin as a Defense Against 
Microbic Invasion, Am. J. Hyg. 1:345, 1930. 
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conformity with Marchionini’s *° findings, it was shown by us that the 


reaction of the skin’s surface, however, will become alkaline when 
evaporation is prevented. 

Therefore, in order to show that the reaction of the skin between the 
toes is most suitable for the development of fungus, we tested this 
cutaneous surface and compared its reaction with that of normal skin 
and of the axilla. 

COMMENT 

In intertriginous spaces, and especially in the presence of macera- 
tion, we found that the reaction of the surface of the skin was more 
alkaline, having a higher py than that found in other localities. In the 
axillae, where one frequently finds fungus and bacterial infections, 
the surface of the skin also showed a higher py than did the skin of the 
chest or of the back. This difference in reaction of the skin is due to 
the fact that the axillae contain apocrine glands which have an alkaline 
secretion. 

It is interesting to note that next to the toes and feet, the areas 
most frequently attacked by the ringworm fungus are the axillae and 
inguinal regions, which contain apocrine sweat glands. However, 
apocrine sweat glands have not been discovered in the region of the 
feet or toes. The alkalinity and greater concentration of the sweat 
cannot, therefore, be due to anatomic differences of the sweat glands 
from those of the rest of the body. The changed reaction of the sweat 
and its enhanced value as a medium for fungus growth must be due to 
the mechanical and physicochemical features of delayed evaporation and 
trauma. 

To combat the changed reaction of the sweat of the feet, which 
makes the region of the toes a favorable place for the growth and mul- 
tiplication of fungi, we have been using 1 per cent and 2 per cent of 
salicylic acid in talcum powder in interdigital maceration and scaling as 
a prophylactic measure. A watery suspension of the 1 per cent sali- 
cylic powder showed a py of 5.7, and the 2 per cent powder a py 
of 4.85. 

CONCLUSIONS 

1. The py reaction of the interdigital spaces of the feet and axillae 
is higher than that of the normal control skin. 

2. The different reaction obtained in the axillae can be explained as 
being due to the apocrine glands which secrete a sweat different from 
that of the eccrine sweat glands. 


10. Marchionini, A.: Untersuchungen Ueber die Wasserstoffionenkonzentration 
der Haut, Arch. f. Dermat. u. Syph. 158:290, 1929. 








470 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


3. The changed alkaline reaction obtained from the interdigital 
spaces must be explained by reason of physicochemical changes of the 
evaporated sweat, for no histologic differences have been discovered in 
these areas. 

4. To counteract the tendency toward a change in the reaction of 
the sweat, we employ a 1 per cent to 2 per cent salicylic acid powder 
both in the prophylaxis and in the treatment of the scaling and macerated 
type of dermatophytosis of the toes. 


2 East Fifty-Fourth Street. 





RECURRENCE IN LICHEN PLANUS 


LLEWELLYN WILLIAMS LORD, M.D. 
BALTIMORE 


When discussing prognoses in disease processes, the possibility of 
recurrence of the disease at some later date is one that naturally interests 
the patient to a considerable degree. This is particularly true when the 
disease is one of grave prognostic import or one that may cause the 
patient great discomfort during its course. Lichen planus, due to its 
frequent chronic course and the almost universal presence of a marked 
and persistent pruritus, belongs to the latter class. 

Recurrence in lichen planus has received little attention in the liter- 
ature. At none of the three great debates on this disease (namely: (1) 
England, in 1900; (2) Victory Congress of the American Dermatological 
Association, in 1919; (3) French Speaking Dermatologists, at Stras- 
bourg, in 1927) was the subject of recurrence given even passing atten- 
tion. Textbooks on the subject as often as not make no mention 
whatever of recurrence, and when it is mentioned it is passed over with 
the comment that “the disease may recur, but recurrence is the exception 
to the rule,” * or that “recurrences may appear.”* In his textbook 
Kaposi* reports observing only three cases of recurrences up to the 
time of its publication. Reports of cases are infrequent, those found 
being as follows: Little,t one case presenting two recurrences; Gil- 
christ,° and Irvine and Turnacliff,* one case with one recurrence, and 
Ormsby and Mitchell,’ one case with three recurrences. In 1928, Pels 
and Ginsberg * gave this topic the distinction of a short paper, reporting 
one case and fully reviewing the literature on the subject. In the dis- 


1. Ormsby, O. S.: Practical Treatise on Diseases of the Skin, Philadelphia, 
Lea & Febiger, ed. 3, 1927, p. 301. Hyde, J. N., and Montgomery, F. H.: Dis- 
eases of the Skin, Philadelphia, Lea Bros. & Co., ed. 7, 1904, p. 350. 

2. Macleod, J. M. H.: Diseases of the Skin, New York, Hoeber, 1921, p. 735. 

3. Kaposi, M.: Pathologie und Therapie der Hautkrankheiten, Vienna, Urban 
& Schwarzenberg, ed. 2, 1883, p. 421. 

4. Little: J. Cutan. Dis. 37:664, 1919. 

5. Gilchrist: J. Cutan. Dis. 37:684, 1919. 

6. Irvine and Turnacliff: Lichen Planus of Palms (Recurrent), Arch. Dermat. 
& Syph. 8:260 (Aug.) 1923. 

7. Ormsby and Mitchell: Lichen Planus, Arch. Dermat. & Syph. 4:280 ( Aug.) 
1921. 


8. Pels, I. R., and Ginsberg, L.: South. M. J. 22:1066, 1929. 
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cussion of their paper Michael reported one case with multiple recur- 
rences, Eichenlaub two cases with recurrence and Ketron one case with 
two recurrences. 

One would gather from the foregoing statements that recurrence 
is an extremely rare phenomenon. This has not been my experience. 
Whether mine has been unique or whether the matter has not been here- 
tofore considered important enough to be brought to the attention oi 
the medical profession, is, of course, a question which [I am unable to 
answer. Lest, however, the impression that the disease confers an 
almost universal immunity be allowed to continue, I feel that my experi- 
ence should be placed on record. 

Lichen planus is, of course, a comparatively rare disease, representing 
about 0.5 per cent of dermatologic practice. In the past five years | 
have had under treatment in my private practice thirty-three patients 
with lichen planus. This is a very small number from which to draw 
conclusions, but when it is noted that in these thirty-three cases there 
were four cases of recurrent lichen planus (in three of which the patient 
had been treated by competent dermatologists in years preceding, and 
the fourth by myself five years previously), the question of recurrence 
in this disease assumes a much larger position than it has hitherto been 
allotted. I can do no better at this point than to cite brief case histories 
to bear out my contention. 


REPORT OF CASES 


Case 1—On Aug. 13, 1926, a white woman, aged 35, presented herself; she 
had typical lichen planus of two weeks’ duration, extensive in distribution, covering 
the entire trunk and extremities. She had been treated for lichen planus between 
February and May, 1925, by my father, Dr. J. Williams Lord. The second attack 
was of approximately the same severity as the first. 

Case 2.—A white woman, aged 36, presented herself April 8, 1929, complaining 
of an eruption of seven months’ duration. It was extensive, involving the trunk and 
extremities. This, likewise, was a typical case of lichen planus. She gave a 
history of having been treated by the late Dr. Gilchrist. The diagnosis was con- 
firmed by consulting the records of her family physician, who had treated her 
from infancy and who had referred her to Dr. Gilchrist in 1913. 

Case 3.—A white woman, aged 53, who presented herself on Feb. 11, 1930, had 
typical lichen planus of the abdomen, flanks, back and wrists. She informed me 
that she had been treated by the late Dr. Fordyce in 1922 for lichen planus. 

Case 4.—On July 15, 1931, a white woman, aged 37, presented herself, complain- 
ing of typical lichen planus of the thighs and abdomen, in profuse distribution, of 
five weeks’ duration. She had been treated by me during the months of July and 
August, 1926, and stated that she had been entirely free from the disease during the 
intervening five years. 

COMMENT 


In a group of thirty-three cases of lichen planus I found four recur- 
rences (more than 12 per cent). This does not seem to bear out the 
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impression that one would gather from a study of the literature or from 
present-day textbooks. Whether this represents a more frequent finding 
than is generally observed, or whether the question of recurrence in this 
disease has not been considered a matter of sufficient importance to 
warrant recording, I cannot say. I do not believe, however, that my 
observations are unique in any way. When, however, the question arises 
of telling the patient either that recurrence is almost unheard of or that 
the expectation of recurrence is as high as 12 per cent, this matter 
assumes a very different aspect as to ultimate prognosis. 


SUMMARY 
Four cases of recurrent lichen planus in a series of thirty-three cases 
of this disease are reported. 


The question is raised whether the possibility of recurrence in lichen 
planus has been given due consideration by dermatologists in general in 


evaluation of the ultimate prognosis of this disease. 


1011 North Charles Street. 





PAINFUL TONGUE 


DOUGLASS W. MONTGOMERY, M.D. 
AND 
GEORGE D. CULVER, M.D. 


SAN FRANCISCO 


To endeavor to formulate a disease from a single symptom looks, 
as the Church would say, like a work of supererogation ; nevertheless, a 
symptom may be so tormenting and cause a patient so much anxiety 
that it demands to be elevated to a clinical type. Painful tongue, or, 
as Engman designates it equally justly, burning tongue, is one of these 
conditions. In its entirety it consists of pain or, more frequently, 
burning or smarting, or it may be simply a persisteut discomfort of one 
side of the tongue far back opposite the last molars, with frequently 
some reddening and elevation of the papillae in this region. One of our 
patients had soreness on both sides of the tongue, more pronounced on 
the left side. The distress caused is evident, and the fear of cancer is 
imminent. In fact, a strange feature of the condition is that pains in 
other regions of the tongue do not cause nearly the mental distress that 


this does. Incidentally, we found on looking over the histories of our 
cases that the time of the commencement of the disease was not noted. 
This lapse arose from the nature of the trouble. The mind of the patient 
on this point is hazy. He remembers that the condition has been present 
a long time, but how long he does not know. 


We have limited the designation painful tongue to those cases in 
which the pain or burning is constant or nearly so, is situated in the 
region indicated, that is, far back on the side of the tongue or imme- 
diately adjacent, and has a strong tendency to be unilateral. It may 
last for months or even years. In all, we have segregated from cases of 
discomfort of the tongue thirty-two, in thirty of which the age was 
noted. The average age was 47, so that the malady occurs past middle 
life. The youngest patient was 25, and the oldest 66. In thirty-two 
cases there were twenty women and twelve men. In sixteen of the 
thirty-two cases, a change in appearance was noted at the situation of 
the pain or burning. The papillae were either enlarged, reddened or 
purple. In two cases they were edematous looking, and in one they 
asily bled. In two the tissues were raised into a ridge. In one, besides 
injection of the papillae, there were varicose veins at the junction of 
the anterior pillar of the fauces with the base of the tongue. No etio- 
logic significance, however, was attached to the varicosities. 
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A change in the appearance of the affected locality was more fre- 
quently present than was noted in the histories, and, furthermore, it is 
quite characteristic of the condition for the patient to draw attention 
anxiously to it with his finger. 


COMMENT ON THE ETIOLOGY ’ 

As this disease gives the impression of being a reflex nervous 
symptom, and as the origin of most of such reflexes is referred to dis- 
turbances in the digestive tract, it is interesting to see how frequently 
such disturbances were present in these cases. Except in one case, 
in which the pylorus had been resected by Dr. Emmet Rixford, and in 
another in which the patient was said to have gallstones, the disturbances 
were those usually found in people of middle life or past. Here the 
same etiologic difficulty encountered in many cutaneous reactions, in 
which one endeavors in vain to establish a definite gastro-intestinal 
cause to a definite skin reaction, is met with. All we know is that in 
practice a rectification of these alimentary troubles is followed in an 
astonishing number of instances by a clearing up of the cutaneous 
trouble, and that skill in correcting these troubles is necessary to success 
in treatment. The same rule holds good in painful tongue. On the 
other hand, some people have these digestive troubles for years or for 
life without any reaction, either cutaneous or lingual. In fact, as a 
German friend once remarked, “Der moderne Kultur Mensch hat immer 
ein magen-darm Katarrh” (the modern civilized man always has a 
gastro-enteritis). However, although we cannot exactly fix the kind of 
gastro-intestinal disturbance that gives rise to painful tongue, this 
affords no reason for neglecting that important tract. 

If both painful tongue and what Brocq classified as reaction cutane- 
ous diseases are due to gastro-intestinal disturbances, one might expect 
these cutaneous disturbances to coexist with the condition of the tongue 
in a fairly large number of cases. However, we did not find such an 
association to prevail. One of our patients had eczema of the occipital 
region, another seborrheic eczema behind the right ear, and another, 
outbursts of an erythema like hives, coincidences that readily might be 
accidental. 

Much interest has of late years been attached to the tonsils as a 
cause of reflex trouble. In one of our cases the condition appeared 
shortly after removal of the tonsils, and was attributed by the patient 
to the removal of the tonsils; in another the tonsils had been removed 
one year previous to the occurrence of the painful tongue; in still 
another the condition cleared up after removal of the tonsils, but 
recurred after an attack of influenza. Diseased tonsils, therefore, were 
found to be even more unreliable etiologically than disturbances of the 
alimentary canal. 
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Abscessed teeth are also blamed for a multitude of reflex troubles, 
but no such connection could be traced in these cases. In fact, one 
patient said that burning of the right side of her tongue began five 
months previous to consultation, on the removal of several abscessed 
teeth; another patient had his teeth removed definitely for this condi- 
tion, but with-no result. He finally recovered after minute attention to 
his intestinal hygiene. 

Mechanical irritation from roughened teeth or the sharp edges of 
teeth was always carefully considered, and any cases in which such con- 
ditions were present were excluded from consideration in this paper. 
It was interesting, however, to note that such traumatisms, even deep 
erosions, cause much less anxiety to the patient than painful tongue. 
Here, however, a difference in type of patient must be conceded. A 
patient who will allow the sharp edge or prong of a tooth to erode his 
tongue is usually more stolid than the one who gets painful tongue. 

It has become a matter of routine to inquire about smoking in any 
disease of the tongue. We, however, in these cases were unable to 
establish any causal relationship to smoking. Furthermore, the condi- 
tion is situated too far back for the smoke to have any direct traumatic 
influence, and, moreover, it does not give the impression of being a 


consequence of the use of tobacco as a drug; in other words, it does not 


act like a disease caused by tobacco. 

The question, however, is different in regard to the abuse of the 
use of coffee and tea, which are highly stimulating neuropathic drugs. 
In eight of the cases, coffee or tea, or both, were used in what we are 
accustomed to regard as excess, and cutting down on the intake of these 
ameliorated the condition. 

In one case in which we were constrained by the fear of cancer on 
the part of the patient and other medical attendants to make a biopsy, 
nothing was found but insignificant evidences of local inflammation. 
And this was one of the cases in which the papillary hypertrophy was 
most marked, and therefore justified the biopsy. 

Sweets and fruits are also well known to cause irritation of the 
mucous membrane of the mouth and to produce cold sores, for instance ; 
nine of the patients were excessive in their use of either or both of these 
foods. As in the case of tea and coffee, cutting down on the quantities 
taken acted well in treatment. 

TREATMENT 

As regards local treatment, in the cases in which the papillae were 
enlarged and reddened, swabbing with 10 per cent chromium trioxide 
solution or producing contraction of the vessels by cauterization with 
trichloracetic acid acted well. Otherwise, a soothing mouth wash was 
prescribed. One which Louis Brocq of Paris recommended in irritable 
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conditions of the mouth that worked well was made of a saturated 
solution of boric acid in slippery elm bark tea. 

The mental treatment in these cases is important, as the mental state 
of the patient is often the major ailment. It is decidedly advantageous 
for the physician to know of the existence of this malady and of its 
course and peculiarities. Above all, the patients fear cancer, and if they 
see that the physician is well aware of the nature of their trouble, it 
gives them an assurance that nothing else can, and materially aids in 
securing a happy result. Many of these patients have suffered for 
months, and their nerves are in a most ragged condition. It is in these 
cases, also, that the addition of small doses, say 5 grains (0.33 Gm.) 
of potassium bromide to a mixture containing the fixed alkalis, mag- 
nesium carbonate and bismuth subnitrate, with tincture of rhubarb, acts 
















wonderfully well. 








COM MENT 






After seeing a number of these cases one grows to feel that the 


trouble is in a real lingual personality, which it is necessary for the 






physician to consider; there is a definiteness in this condition that does 






not occur in ordinary discomfort of the tongue. 






There are a number of features that are nearly always the same, 
such as the general attitude of the patient, indicated by worry and the 
fear of cancer, and then there is the indefiniteness on the part of the 
patient himself in regard to the time He has suffered and to his symp- 
toms or sensations. Usually, the burning or pain is the principal 
complaint, but there is more than that; the patient will experience an 
uncomfortable pulling sensation or the feeling that something is growing 
deep within the side of the tongue. The location is markedly distinctive 
as being on the side, usually limited to one side, in the region of the 
circumvallate papillae. The patient will call attention to the papillae 
as a discovery, and he will be sure they were not there before the symp- 
toms appeared. When his attention is called to large papillae on the 
opposite side of the tongue where there is no discomfort, his reaction 
may be that of less, or sometimes of greater, fear. If, as is often the 
case, the papillae on the affected side are larger, it is perfectly reason- 
able for the patient to be perturbed. One of the most important duties 
the physician has to perform is that of convincing the patient that he 


















does not have to fear the ultimate outcome. 








EFFECT ON THE SKIN OF EMOTIONAL AND 
NERVOUS STATES 
IV. THE ROSACEA COMPLEX; A REAPPRAISAL, WITH SPECIAL 
REFERENCE TO THE CONSTITUTIONAL BACKGROUND AND 
THE RATIONALE OF TREATMENT 


JOHN H. STOKES, M.D. 


AND 
HERMAN BEERMAN, M.D. 
PHILADELPHIA 


The abiding interest of the rosacea complex is indicated by the 
appearance in dermatologic literature of at least six major papers on 
this subject since 1920: those of Ryle and Barber,’ Lortat-Jacob and 
Legrain,? W. H. Brown,’ Rulison,t Eastwood*® and Hachenburg.’ 
These studies are marked seriatim by an increasing appreciation of 
the variety of factors involved and an increasingly searching inquiry 
into the mechanisms, especially the gastro-intestinal. In this paper, 
we aim to extend the discussion to include the psychogenic phase and 
to review the highly significant gastro-intestinal phase. Treatment 
based on the constitutional indications will then be seen to have at least 
the skeletal outlines of rationality. 


MATERIAL 
Our study is based on eighty-three white patients observed in the 
private practice of one of us (J. H. S.) over a six year period, with 
special attention to constitutional background and history. We have 
not made a series of one-test gastric analyses, first, because the litera- 
ture abundantly establishes the existence of hypochlorhydria in the 
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2:1195 (Dec. 11) 1920. 

2. Lortat-Jacob, L., and Legrain, P.: Acne Rosacea or Cuperose, Progrés 
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majority of patients with rosacea, and secondly, because such tests, as 


indicated by the work of Vanzant and Alvarez,’ are far from ideal in 
portraying the actual behavior of the gastro-intestinal tract. 


CLINICAL SUMMARY 


Hereditary Factor—Only four of thirty-eight patients of whom 
inquiries were made had familial trends. Fourteen, however, came 
of seborrheic stocks, five had pronounced nervous backgrounds, eight 
had a distinct familial predisposition to pyogenic infection, and none 
had gastro-intestinal predispositions. Our imperfect histories tend to 
discredit rather than to support the conception of hereditary predisposi- 
tion, but we believe fuller inquiry would reveal more instances, as in 
the case of acne vulgaris (Stokes and King *), for example. 

Sex Distribution—In our series, women outnumbered men three to’ 
one; on the whole, this is in agreement with the literature. We do 
not believe this to be due necessarily to an increased disposition of 
women to seek cosmetic advice, though this is suggested by Cranston 
Low,® for, relatively speaking, more men seek advice in clinics and 
more women in private practice. 

Onset; Type of Patient—Rosacea appears preponderantly early in 
middle life (sixty-eight of eighty-three patients averaged 32.1 years), 
but it may appear in childhood (10 years) or old age (68 years). The 
onset is slow in two thirds of the cases; it may be rapid, but is not 
explosive. The victim of rosacea among women is not typically a 
spinster, childless, a cook or a household slave. Domestic work, 
especially exposure to heat in cookery, was a significant element in the 
life of only an occasional woman in our series. About two thirds of 
the women were married and had had children before rosacea appeared. 
Nor were the men in our series typically of an outdoor type, given to 
the convivial in food and beverages. 

Ophthalmic Complications —The bibliography of the association of 
rosacea with ophthalmic diseases was excellently reviewed by Cranston 
Low (1922) and by Eastwood (1928). Six of our patients had 
ophthalmic complications; two had conjunctivitis and four kerato- 
conjunctivitis. Both women with conjunctivitis responded well to 
treatment, one of them to typical management for rosacea. Of the four 
cases of keratoconjunctivitis, three were severe, two to the point of 


7. Vanzant, F. R., and Alvarez, W. C.: What Is the Value of One Gastric 
\nalysis? A Study of the Daily Variations in Gastric Acidity of Two Normal 
Persons, Proc. Staff Meet., Mayo Clin. 6:419 (July 15) 1931. 

8. Stokes, J. H., and King, A. D.: Acne Vulgaris; Heredity in the Etiologic 
Background, this issue, p. 456. 

9. Low, Cranston: The Association of Eye Lesions with Rosacea, Brit. J. 
Dermat. 34:275, 1922. 
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causing incapacity. All of these exhibited the intimate dependence o{ 
the symptoms of the eyes on the rosacea, and the response of the eyes 
to management for rosacea. Alcohol was the béte noir in one of these 
cases ; in this case, the response to treatment with the x-rays was strik- 
ing and lasted until the next alcoholic indulgence. A distinct flare-up like 
that of a Herxheimer reaction was seen in two severe cases on the insti- 
tution of treatment; the one after roentgen treatment, the other after 
large doses of hydrochloric acid began to be given; in both there was 
subsequent improvement. The marked improvement under antirosacea 
diet and the acid regimen was notable in the second case, that of a 
physician, and diet alone benefited considerably the patient with the 
more severe case. One patient was markedly worse during menstrua- 
tion, was affected by rouge, and showed a severe flare-up after 
tonsillectomy (the factor of focal infection is discussed later). 


TABLE 1.—Constitutional Background of Rosacea 


Condition Present Percentage of Cases 
SD CD pc aicen added Bbeed 0eGbnd ter avis enccdsicntbsen benieenseuocte 80.2 
ee ND ED Sse aacdcciaderasescadcneeesaseawenebencesesvabe 76.5 
SD sans cowanecieeenedee cases dhonsegecenetegsanetcene 66.5 
ee enn cenkeense ddd deabbaeeaebeneescba 60.0 
ss id a ee oie oo i os ee tikehs ome neiwekasued uesiraeassneee’ 51.¢ 
SD oo po ceccanccpaceneadasaescoustntehanchtantamesatniases 23.2 
OES Pe EERE LF Er es Lee eer 22.2 
Symptoms suggesting intestinal intolerance of carbohydrate.............. 20.0 
Vasomotor inetability OF iFritability ¢........cccccccsccccsccccncscccccsececs 18.5 
ae oa nis se EARS SRE ACR SDN EEE RA Ad AbEN 16.7 
ee ee Se Oe ee BI GG in nh vvk cccceniasdcdccscicasesieceutccess 16.3 
SE TE © ooe 66.56.6406 65. 06 6 005 56006056600 6seRdaKessaddns ceEdeCCeONs® 16.1 





* Two or more cups per day. Three or more cups in 27.5 per cent. 
+ Livid extremities, marked blushing, dermographism, psychic urticaria. 
§ Determined by history but not by skin tests. 


Ophthalmologists, we believe, could afford to take advantage of the 
subsequently described modes of therapeutic approach. 

Constitutional Background of Rosacea.—In considering the preced- 
ing table, it is realized that percentage incidence does not necessarily 
correspond with etiologic importance; but our estimate of abnormal 
conditions was made against a rather high normal standard to be as 
sure as possible of erring on the safe side. For example, a chronic 
worrier had conspicuous cause for worry, well above the ordinary 
inconveniences and strains of everyday life. Expecting a high intake 
of carbohydrate, we compared the intakes of these patients with the 
calorific values of an Atwater and Bryant table and the accepted esti- 
mates of a normal ration of carbohydrate, and found to our surprise 
that our patients were quite generally restricting their intake of carbo- 
hydrates. The relatively high importance of carbohydrate in the mecha- 
nism of rosacea is later inferred indirectly from the large proportion of 
seborrheic disorders and acne, and the proportion of intolerance (Ken- 
dall’s syndrome) on a preponderantly low intake of carbohydrate. 
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Seborrheic Habitus—This element .includes various forms of 
dermatitis involving the scalp and rosaceous areas of the face, and acne 
as such. One or the other condition was presented in 80.2 per cent 


of our patients with rosacea. Distinct seborrheic processes other than 


acne appeared in 48.1 per cent, and acne as such, or as scars, in 58 per 
cent. Several patients had acne due to bromide from medicine pre- 
scribed for the neurogenous element. Rhinophymatous changes appeared 
in only two cases. 

The interesting correlation of acne and comedo in the typical 
rosaceous distribution, without a trace of flush—an acne rosacea sine 
rosacea—was repeatedly observed. 

We subscribe to the belief that the seborrheic habitus is a constitutional state, 
to some extent hereditary, in which abnormal activity of the sebaceous glands bears 
some relation to the carbohydrate metabolism of the skin, and perhaps to that of 
the body as a whole. From the manner in which seborrheic processes respond to 
restriction of carbohydrate intake it is reasonable to suspect that the essence of the 
cutaneous abnormality in such persons may be a tendency to overstore the skin 
with carbohydrate, or, when it is stored, to metabolize it abnormally. A deeper 
defect may, of course, be suspected either in the mechanisms of the liver, pancreas, 
muscles and nervous system for the utilization of carbohydrate or in the flooding 
of a vasodilated area, as in rosacea, with an overload of carbohydrate from the 
circulation. It will be recalled that without a necessarily lasting rise in blood sugar, 
the skin was shown by Folin, Trimble and Newman!® to take up rapidly sugar 
introduced directly into the circulation. The patient with rosacea may thus react 
to carbohydrate because he is above all a seborrheic person with a localizing vas- 
cular disturbance. 


Carbohydrate Intake-——To our surprise, in this large proportion of 
seborrheic persons, it appeared on analysis that, with an average diet 
of 2,400 calories, only from 900 to 1,000 calories were supplied by 
carbohydrate, instead of the conventional 1,600. Our patients were 
therefore seborrheic and had acne on a restricted intake of carbohydrate, 
instead of an excessive one, as suggested by Eastwood. The theoretical 
inference may be that they metabolized what carbohydrate they ingested 
in such a fashion as to lay their skins open to seborrheic processes and 
pyogenic infections. Ingested carbohydrate, however, subserves two 
functions: that of the body’s metabolic activities after its absorption and 
the feeding of the intestinal flora before its absorption. One fifth of 
our patients, even on a reduced ration of carbohydrate, had gastro- 
intestinal and other symptoms strongly suggestive of Kendall’s ™ 
drome of intestinal intolerance for carbohydrate. This picture, to which 


syn- 


10. Folin, D.; Trimble, H. C., and Newman, L. H.: The Distribution and 
Recovery of Glucose Injected into Animals, J. Biol. Chem. 75:263, 1927. 

11. Kendall, A. I.: Intestinal Intolerance for Carbohydrate Associated with 
Overgrowth of the Gas Bacillus (B. Welchii), J. A. M. A. 86:737 (March 13) 
1926, 
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the gastro-intestinal phase of the background of rosacea often closel, 
corresponds, is associated with overgrowth of the gas bacillus in the 
upper part of the intestinal tract, and indicates misappropriation of 
carbohydrate by intestinal flora rather than abnormal carbohydrate 
metabolism as such. 


Nervous Factor—While an abnormal use of carbohydrates in 
seborrheic and bacterial metabolism thus stands first in our theory of 
the etiology of rosacea, the nervous factor, numerically a close second, 
will be seen to stand even more to the front because of its possible 
influence on the behavior of the intestinal tract, to say nothing of its 
expressions in vasomotor instability (flush) and allergic states. Table 2 
summarizes the distribution of nervous influences in the 76.5 per cent of 
patients in whom they were an obvious and significant part of the 
clinical picture. 


TasLe 2.—Nervous Factors in Eighty-One Patients with Rosacea 








Nervous Factor Instances 


Chronic worry 

Habitual overwork 

Insomnia 

Family trouble 

High-strung, introspective personality. 
Habitual late hours (insufficient rest)... 
Prolonged bad business conditions............. 
Marked repressions 

Ties and habit spasms 
nL seen cite hek Sees eens eebhebabedescie 
Breakdowns in the past 

Hypochondria 

Temporary overwork 

Sudden shock or emotion 

Miscellaneous items, one each 





Of our material it may be said in general that it covers a period of 
better than average general prosperity and a class of people of better 
than average resources, intelligence and insight, though with a tendency 
toward being nervously high-strung and intense. On the whole, there- 
fore, their ordinary nervous load, though not precisely measurable, was 
at a minimum rather than at a maximum during the period covered 
by our study. 

The neurogenous background of patients with rosacea is that of 
chronic excessive wear and tear, rather than that of short, sharp epi- 
sodes and shocks. Habitual worry, habitual overwork, habitual late 
hours and sleeplessness and the gnawing of family troubles dominate the 
scene. The familially vitiated nervous stock with its explosions, cries, 
breakdowns and turbulent instability is not the type that is subject to 
rosacea. The patient with rosacea seems to be too often the silent and 
outwardly unprotesting trouble-bearer of this world. It has seemed to 
us impossible to escape the importance, clinically and therapeutically, of 
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this background, and its reconciliation with the gastro-intestinal and 
carbohydrate elements will presently be attempted. 

Caffeine Intake——The well known clinical effect of coffee and tea 
(60 per cent) is based on at least three modes of action: (1) pharmaco- 
logic effect of caffeine in moderate doses as a vasodilator and cardiac 
stimulant, and as a gastric irritant from the contained oil in the case 
of coffee;?* (2) the vasodilator effect of heat, and (3) the action of 
the large amount of sugar usually ingested with the beverage. 


The specific irritant effect and supposed reflex response from direct action on 
the gastric mucosa are probably real, but more difficult of definition. The irritant 
effect of caffeine on a nervous system already in many cases under tension must 
also be considered as promoting instability of the mechanism of flush. There must, 
moreover, be an element of predisposition, for the patient who has rosacea responds 
with a flush to a single cup, whereas many persons who far exceed him in indul- 
gence never betray the slightest tendency toward rosacea. One of us has, more- 
over, seen a recovery from rosacea in at feast one case when the diabetes was 
controlled, without the patient’s giving up for a moment a strong addiction to tea. 
It is apparent, therefore, that the beverage intake represents many factors other 
than those of the physiologic action of a specific stimulant. 


Focal Infection——Definite focal infection was present in 51.9 per 
cent of our patients. We believe this proportion to be high, not merely 
as a matter of coincidence, as may happen in a clientele drawn from 
the lower social strata, but significantly, in that the large majority of 
our patients were in good circumstances and usually under exceptionally 
competent medical and dental supervision. It is true that dental super- 
vision does not always mean a medical outlook on the preservation of 
teeth that contain actual foci. Moreover, nothing is more difficult to 
prove outright than the causative influence of a focus of infection in 
a Skin disease, yet the connection seemed inescapable in several instances. 

Twenty of our patients had dental foci of infection. Two out- 
spoken examples of improvement (in the only patients treated in this 
way) were apparently closely related to removal of dental focal 
infections. 

In the first of these cases, groping attempts to treat the patient for severe 
rosacea with small doses of belladonna, of quinine and lastly of hydrochloric acid, 
with local applications and the use of the x-rays, led to no improvement—in fact, 
the hydrochloric acid caused a slight but definite flare-up. Local and general 
treatments were then suspended during two months, and several infected teeth were 
extracted. An astonishing improvement in the rosacea occurred, amounting to 75 
per cent, which could not be attributed to any other influence, for the patient’s 
chewing was, if anything, less effective (owing to false teeth), and the psychog- 
enous factors in the case were unchanged throughout the entire period. Two 


12. Sollmann, T.: Manual of Pharmacology, ed. 3, Philadelphia, W. B. 
Saunders Company, 1926, p. 265. 











484 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


years later, a relative reported that the patient had had a relapse, the psychogenous 
and dietary factors being still operative, and no effective remedial measures as we 
now understand them having been applied to the gastro-intestinal tract. 


In two cases in which there was sinus infection, there were flare-ups 
of rosacea coincident with stoppage of drainage. 

The effect of the x-rays in such cases is sometimes confusing, for in one instance 
in this series it appeared that the systematic application of the x-rays to the face 
influenced favorably the progress of an infection of the right antrum,!* on which 
the redness and local edema of the face seemed to be dependent. A second patient, 
however, was relieved completely for three months following the administration of 
hydrochloric acid and two treatments with the x-rays, only to have the condition 
recur suddenly without other apparent cause following a sinus infection. No treat- 
ment other than that for the sinus infection was employed, and with two irrigations 
the rosacea was greatly improved. A year later, after a summer of freedom, a 
flare-up of the rosacea followed an attack of “influenza” with severe sinus infection. 
Again the improvement in the rosacea paralleled the improvement in the sinus 
infection, though the x-rays and hydrochloric acid were being simultaneously used. 


One of our patients with rosacea keratitis experienced a flare-up 
following ptomaine poisoning (intestinal infection) and another after 
tonsillectomy, but unfortunately for her simon purity as an example, 
she also showed a slight flare-up with each roentgen treatment and had 
her worst flare-up from no apparent cause whatever. 

The gallbladder was thought to have provided a focal basis for a 
flare-up in a woman of 36 who in 1927 had a severe outburst of rosacea 
with symptoms of an infection of the gallbladder (see, however, later 
paragraphs on the Kendall syndrome). This patient also experienced 
a severe flare-up of rosacea following the extraction of septic teeth in 
1929. Smithies '* reported the case of a patient with disease of the gall 
bladder and an enlarged liver whose rosacea cleared up following treat- 
ment for the condition of the biliary tract, but who subsequently suffered 
a relapse when her constitutional regimen was again neglected. 

Menstrual Disturbances —Our experience apparently relegates men- 
strual disturbance in the sixty-three women of our series to a minor 
position as a causative factor in the rosacea complex (23 per cent, dis- 
turbance; 16.7 per cent, exacerbation). This is in accord with the 
experience of Hachenburg,® Eastwood * and Rulison,* the latter finding 
nothing siguificant in the gynecologic examinations. In seven of our 
patients (of forty-three questioned), however, menstrual exacerbation 
definitely did occur and in several of these cases was observed by us. 
There are reasons connected with the gastro-intestinal tract, as well as 


13. Desjardins, A. U.: Radiotherapy for Inflammatory Conditions, J. A. M. A. 
96:401 (Feb. 7) 1931. 

14. Smithies, Frank: Defective Liver Function as a Cause of Chronic Endog- 
enous Skin Lesions, Ann. Int. Med. 3:1201 (June) 1930. 
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undefined hormonal reasons, why menstrual exacerbation might occur. 
Three of the patients with evidence of flare-ups due to focal infection 
likewise were victims of definite menstrual exacerbation. So far as 
menopausal influence is concerned, thirteen of fifty-one women ques- 
tioned on this point had passed 40 years of age at the onset of the 
rosacea, but there were no definitive connections noted. 
Condiments.—The influence of “stomach warmers” could be clearly 
detected, though it was also of less than major significance (22 per 


cent). Condiments in general do not, however, in our experience, 


occupy the place in etiology that the emphasis placed on them in 
ordinary instructions to the patient with rosacea would suggest. 


The outstanding example in our experience, a clinic patient not included in this 
series, was the steward of a sea-going ship, who when he presented himself had a 
truly colossal rosacea and beginning rhinophyma. On questioning, it appeared that 
he drank great quantities of Worcestershire sauce. 


Symptoms Suggesting Vasomotor Instability or Irritability—These 
precede the use of alcohol in numerical importance. The method of 
estimation is of course indirect and crude, and much more study could 
well be devoted to the vascular physiology ef the rosacea complex ; for 
there is reason to suspect that some predisposing state intervenes to 
make the patient with rosacea susceptible to influences that in more 
hardy types do not give rise to facial vascular response. 


In fifteen cases studied with the capillary microscope, Hachenburg found that 
the normal type resembiing a hairpin capillary loop was not well maintained, and 
aneurysms were frequently seen. Dermographism was common in Hachenburg’s 
series. The familiar flush after eating observed in many patients with rosacea 
may be correlated with the rise in facial cutaneous temperature after rapid eating 
observed by Leroy 15 and with Harmer and Harris’ 1° demonstration that injection 
of histamine in man raises the temperature of the face. The possible source of 
histamine bodies in the gastro-intestinal tract and in foci of infection must be 
borne in mind in this connection for later discussion (Kendall and Schmitt '7). 


In actual practice, we believe that our notes fall short of indicating 
the importance of the instability factor in the behavior of rosacea. We 
have repeatedly observed the heightened flush of the areas of rosacea 
under the strain of examination in the medical office or of conversation 
with the consultant. In fact, it is impossible to judge the progress of a 
patient with rosacea satisfactorily in the early weeks if he sees the 

15. Leroy, Raoul: Le massage plastique dans les dermatoses de la face; ses 
indications; ses resultats, ed. 2, Paris, C. Boulangér, 1909. 

16. Harmer, I. M., and Harris, K.: Observations on the Vascular Reactions in 
Man in Response to Histamine, Heart 13:381, 1926. 

17. Kendall, A. I., and Schmitt, F. O.: Physiological Action of Certain Cul- 
tures of the Gas Bacillus, J. Infect. Dis. 39:250, 1926. 
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physician approaching him or knows that the interview is about to 
begin. It is therefore the practice of one of us to have the patient 
seated in a quiet room where the face can be seen unobserved in passing. 
The change for the worse that takes place when the interview begins 
is often striking. 

Alcohol._—The traditional father of the “rum blossom” stands next 
to the last in our list of etiologic correlates, and was an insignificant 
item among our patients, though, like condiments, it usually bulks large 
in instructions to patients with rosacea. 

Allergic Background.—One might expect transitory allergic suscepti- 
bilities of the intestinal absorptive type in the functional and bacterio- 
logic picture likely to be presented by patients of the rosacea type. In 
one patient, the sudden onset of rosacea with slight dermatitic accom- 
paniments but with the typically distributed premonitory flush was 
observed following a liberal intake of candy, and the condition improved 
on avoidance of furs and powders, without correction of diet. In a 
second patient, dermatitis developed definitely in the area of rosacea 
as if on a predisposed area, which the patient attributed to ingestion 
of fish. She was almost allergic to sugars, and ice cream or candy made 
her positively ill (high intolerance for carbohydrate). Scratch sensitiza- 
tion tests yielded positive reaction to sweet potato, coffee, spinach, rye 
and tea. It seems likely that in patients of this type, the interweaving 
of a predisposition to rosacea with the influence of an allergic excitant, 
or the reverse, occurs to explain the dermatitic accompaniments in the 


characteristic sites. 


COMMENT ON THE ROSACEA COMPLEX 

Why Heredity?—We have a strong impression that rosacea has a 
predisposing background in heredity, but our figures, which represent at 
best, however, an imperfect inquiry, do not support us. Siemens ** 
summarized the very unsatisfactory references, also based largely on the 
impressions of various authors, on this point. In addition to the acne 
factor, a second element, the tendency to anacidity that appears in the 
patient with rosacea, seems, according to Alvarez (in discussion of a 
paper by Vanzant **), to have a distinct hereditary background. 

Why Women Rather than Men?—Vanzant, on the basis of more 
than three thousand normal persons recently studied, has shown that 
women normally have a lower gastric acidity than men. 


18. Siemens, H. W.: Heredity in Acne Pathology, Miinchen. med. Wchnschr. 
73:1514, 1927. 

19. Alvarez, W. C., in discussion of Vanzant, F. R.: Normal Range of Gastric 
Acidity from Youth to Old Age: An Analysis of 3,746 Records, Proc. Staff Meet., 
Mayo Clin. 6:297 (May 20) 1931. 
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This physiologic relative anacidity is used by these authors to explain the rela- 
tively lower frequency of gastric ulcer in women, and may here be used quite as 
reasonably to explain the greater frequency of rosacea in women, since rosacea 
has so generally been associated with low gastric acidity in all studies. Moreover, 
these authors have shown that there is a definite depression of the secretion of 
hydrochloric acid at the time of menstruation, which may still further explain the 
exacerbations occurring in some patients at this time. 


Additional reasons for considering women especially susceptible in 
the light of the foregoing analysis of the factors in the rosacea com- 
plex include: (1) their relatively frequent exposure, so to speak, to 
carbohydrate and caffeine, dependent on their responsibility for the 
bridge and tea activities of social life; (2) the irregular and often 
inadequate meals which result from their family responsibilities, which, 
of course, may well lead to the development of disturbances of gastric 
function, and (3) the detail and the petty wear and tear, long dragged 
out, of the years of upbringing and disciplining of children and 
(4+) the marital problems of “mid-channel,” both of which bring women 
toward the forties with a tendency toward vascular reactivity and 
an irritable sympathetic (?) mechanism, which probably underlie their 
predisposition in these years to rosacea and neurodermatitis. Menstrua- 
tion and the menopause thus logically fall into the subordinate relations 
that the various authors referred to have recognized. 

The Neurogenous Component.—The highly complex and _ little 
understood mechanism by which emotional and nervous states affect the 
skin can hardly be discussed at length here. One of us has reviewed 
the general features of this mechanism,” and with Pillsbury *' has 
outlined a theory, based on the literature, of the gastro-intestinal linkage, 
a relation that appears of special importance both in our observation 
and in the literature of rosacea. Briefly, this theory in its application 
to the rosacea complex may be summarized as follows: 

Patients with rosacea, characteristically under depressant emotional 
stress, have been shown by much clinical study to have hypo-acidity of 
the gastric secretion. Their assumed resulting low intestinal acidity 
(high py values), while perhaps not constant, is probably sufficiently 
pronounced to encourage the presence of Bacillus welchii as a producer 
of histamine and of other putrefactive and gas-producing organisms 
‘(Bacillus mucosus) in relatively large proportions high in the intestinal 
tract. This abnormal intestinal flora is the basic fact of their constitu- 
tion. Their faces flush, and their superficial blood vessels dilate, as has 
been shown to occur from intravenous injection of histamine ;** their 

20. Stokes, J. H.: Nervous and Mental Component in Cutaneous Disease, 
Pennsylvania M. J. 35:229 (Jan.) 1932. 

21. Stokes, J. H., and Pillsbury, D. M.: The Effect on the Skin of Emotional 
and Nervous States: III. Theoretical and Practical Considerations of a Gastro- 
Intestinal Mechanism, Arch. Dermat. & Syph. 22:962 (Dec.) 1930. 
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blood pressure is low; they are notably constipated both from the local 
effect of histamine on the intestinal mucosa (contraction amounting 
perhaps to spasm—Kendall and Varney **) and from the spasm- 
inducing effect of emotion as such. They are notably intolerant of 
carbohydrates—the Welch organisms and Bacillus mucosus thriving on 
it in the presence of a high py, inducing marked flatulence and dis- 
tention and an aggravation of what may be conceived of as the symptoms 
of absorption of histamine, just described. It is even conceivable that 
in localized areas of duodenitis and enteritis allergens and even filtrable 
forms of bacteria ( Kendall **)—ptomaine poisoning—may be absorbed. 
The cycle of the effect of emotional disturbance on the gastro-intestinal 
tract and the effect of the gastro-intestinal disturbance in turn on 
emotional balance is perhaps completed in truly vicious form by the 
possible chronic maintenance of an irritability of tissue and nerve, 
including insomnia, by the obstacles in the way of adequate absorption 
of calcium dependent on the high py of the gastro-intestinal tract. 
When, therefore, a patient is involved in the rosacea complex, the 
logical procedures to use in breaking the chain of vicious influences are: 
(1) correction of the emotional reactions by rest and reconstructive 
measures; (2) acidification of the gastro-intestinal tract to make it 
inhospitable to the abnormal flora; (3) sharp restriction of carbohydrate, 
which, when ingested, only stimulates the growth and activity of the 
histamine-former that is the bacteriologic contributor to the situation; 
(4) administration of liberal doses of calcium in conjunction with the 
attempt to acidify the gastro-intestinal tract, so as to restore the sedative 
balance, and (5) favoring the absorption of calcium by the administra- 
tion of ultraviolet light or cod liver oil, etc. In theory, at least, all the 
links in this chain of therapeutic procedures are essential and should 
have equal attention. 

Among additional considerations, fast eating, on which unfortu- 
nately we have no data, has been mentioned as responsible for the rise 
of facial temperature. This common habit of patients with rosacea is 
an offshoot of the frame of mind and the milieu in which they live as 
already analyzed. Its importance is emphasized by Eastwood ® and by 
Lortat-Jacob and Legrain.* Focal infection, since in some instances 
it represents putrefactive activity, may be adding to the histamine effect. 
In other instances this occurs through bacterial allergy, perhaps, bound 
up with the allergic side of the rosacea complex, minor in importance 


22. Kendall, A. I., and Varney, P. L.: Physiologic Action of Histamine Applied 
Directly to the Mucosa of the Isolated Surviving Intestine of the Guinea-Pig, J. 
Infect. Dis. 41:143 (Aug.) 1927. 

23. Kendall, A. I.: Observations on the Filterability of Bacteria, Including a 
Filterable Organism Obtained from Cases of Influenza: Studies in Bacterial 
Metabolism, Science 74:1910 (Aug. 7) 1931. 
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though it seems to be. Vascular instability, chronic intoxications of 
blood vessels with histamine bodies and vascular reaction to allergens 
probably all combine with a fourth element of local capillary predisposi- 
tion, which it is impossible to define as yet, to form the chemical and 
physiologic basis of the rosacea syndrome. 

It is worth while, in support of our conception, to quote more in 
detail the original description by Kendall in 1926 of the symptomatic 
picture of intestinal intolerance for carbohydrate, with overgrowth of 
gas-producing organisms, especially Bacillus welchii and _ Bacillus 
mucosus-capsulatus. 


Kendall observed 75 patients from 1910 to 1925, most of them women in middle 
age, who had suffered the insidious onset of a group of symptoms usually attributed 
to dietary indiscretion, and typically as follows: (1) constipation; (2) fatigability ; 
(3) meteorism; (4) precordial or hypochondriac pain, often elicited only on deep 
pressure; (5) hypotension, and (6) intolerance for certain kinds of foods. Some 
of the patients had attacks of precordial pain with accumulation of gas toward 
early morning, unless the heavy meal was eaten in the afternoon, in which case the 
time of the gaseous symptoms was advanced. No serious sequelae were observed 
in a seven year period. Kendall discussed the similarities and differences between 
this picture and that of the Herter syndrome (saccharobutyric putrefaction), which 
has a more pronounced putrefactive phase. The possibilities of confusion with 
neurosis, mucous colitis, gastric and duodenal ulcer, disease of the gallbladder and 
carcinoma of the sigmoid flexure, all of which in one item or another Kendall’s 
syndrome may mimic, are discussed. Kendall’s recommendations as to treatment 
(practical abstinence from carbohydrates and taking of large quantities of well 
soured milk between meals) and his observations on relapse following a single 
dietary backsliding, together with his description of symptoms, are remarkably 
suggestive of what has been observed in a number of our patients. Even the 
description of the peculiar fatigability as manifested by a marked disproportion 
between the mental desire for accomplishment and the physical capacity for realiza- 
tion is directly applicable to the nervous state of the patient with rosacea. Unfor- 
tunately, Kendall makes no reference to the presence or the absence of rosacea in 
his patients. 


The complexity of the factors leading to a given gastric or intestinal 
picture and the difficulty of determining a predominating hypo-acidity by 
a single observation of such general inaccuracy as a test meal explain 
the occasional finding of undoubtedly transient high gastric acidity. 


Pylorospasm, a not uncommon accompaniment both of neuroses and of 
otherwise disordered intestinal conditions (infection, etc.), might easily 
account for some examples. 


THERAPEUTIC RESULTS 

It became apparent that our ability to deal with rosacea depended : on 
the completeness with which we could meet all the indications outlined 
in the case, especially the effectiveness of our reconstruction of the 
patient’s nervous make-up and reactions; on the use of the x-rays, and 
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on the patient’s subsequent adherence to his constitutional regimen as 
the only preventive of relapse. Relapse occurred one or more times 
in twenty-one of eighty-one patients on whom we have complete data. 
Yet it did not necessarily militate against an ultimately favorable out- 
come. The factors apparently responsible for relapse are given in 
table 3. 

A flare-up such as we have repeatedly observed in acne vulgaris dur- 
ing the first four roentgen treatments occurred in several of our patients 
with rosacea. 

This is not a flare-up with each treatment, but a progressive accentuation of 
the process and especially of papular and acneform lesions until after the fourth 
roentgen treatment, after which the process rapidly subsides. In one case, the 
tendency to flare was apparent with each treatment, with ultimately good results. 
This patient, however, showed severe rosacea keratitis, and the flare was more in 
the photophobia and lacrimation than in the vascular process in the skin. 


TABLE 3.—Causes of Twenty-Three Relapses in Twenty-One Patients with Rosacea 


ee eee ee ee EEE ee TF ee Te LOC Te eeEe Meee eee 
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Gastro-intestinal condition........ RE ee ene FR eee a TTT 1 
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An exacerbation of the gastro-intestinal symptoms was also observed 
several times with the institution of hydrochloric acid therapy, with 
subsequent improvement. The best example of this was in a physician 
who did not receive roentgen therapy, but who nevertheless in previous 
roentgen treatment elsewhere had suffered flare-ups under treatment 
with the x-rays alone. The significance of this flare-up on attacking 
the gastro-intestinal background was discussed with Kendall, who con- 
ceived it possible that a change in the py of the tract might, by increased 
peristalsis, for example, stir up the layer of intestinal contents next the 
intestinal wall and stimulate absorption of the toxic substances in the 
process of elaboration. Such effects of acidity in the duodenum as 
affecting peristalsis have been discussed.** 

The aggregate therapeutic results in our patients while they remained 
under observation and without special follow-up are shown in table 4 
on a basis of 0, 1, 2, 3 and 4, representing grades of improvement from 
none to excellent. The table shows that good and excellent results were 
obtained in 51.5 per cent and indifferent to fair results in 48.5 per 
cent... We have the distinct impression—which, however, this series is 
too small to substantiate—that our recent increasingly rigorous attention 
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to the background as described, as distinguished from our early groping 
and local measures, is producing a marked gain in the proportion of 
good results. 

Treatment Employed.—This has been directed at (1) correction of 
the nervous background in the individual case; (2) a gastro-intestinal 
regimen, including the administration of hydrochloric acid; (3) reduc- 
tion of the intake of carbohydrate to the lowest possible terms; (4) 
selection of appropriate anticonstipation measures, dependent on our 
impression of the spastic element in the case; (5) abstinence from vaso- 
dilator foods and drugs and gastric irritants; (6) slow eating, effected 
in part by modifying the surroundings and nervous reactions; (7) 
liberal administration of calcium; (8) removal or treatment of all 
accessible foci of infection, and (9) local measures. 

The Nervous State—A careful history of responsibilities, hours of 
work and rest, habits of sleep, etc., usually taken as a routine, provides 
the opening for a more personal approach to the situation of the indi- 


TABLE 4.—Response to Treatment in Rosacea (Sixty-Six Cases) 


Grade 
A... 
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vidual patient. If a “confessional” response can be secured by a 
“cathartic” technic, the relief to the patient’s mind may be immediately 
beneficial. The patient is then instructed in the essentials of detachment 
and impersonalization, and told to use such devices as reading in bed 
and remaining in bed for breakfast, not to lie in the dark in a condition 
between sleeping and waking, and to use an elementary technic of neuro- 
muscular relaxation. 

The Gastro-Intestinal Management.—In our earlier experiences with 
the gastro-intestinal regimen, our dosage of hydrochloric acid was 
probably insufficient (10 drops of the official dilute hydrochloric acid 
with meals), if the effect is to be ascribed to a modification of the acidity 
of the intestinal tract. The numerous by-effects of hydrochloric acid 
and the possibility of securing good effects from the employment of 
acid-reacting agents that yield an alkaline ash, such as lemon juice, 
lactic acid, etc., have been elsewhere discussed.*' Our most recent prac- 
tice has been to administer from 2 to 4 cc. of 10 per cent solution of 
hydrochloric acid in lemon juice or in a mixture of 2 parts lemon and 1 
part of orange juice diluted with water to taste, with each meal. The 
dose is tolerated by the large majority of patients without the least dis- 
comfort, although no gastric analysis precedes it to determine the degree 
of hypo-acidity or anacidity. 
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Kendall, in discussing the dietary treatment of patients with his syn- 
drome of intestinal intolerance for carbohydrate, emphasized the com- 
pleteness of the relapse that follows even the occasional slip or “debauch” 
brought about by yielding to a “sweet tooth.” Kendall mentioned also the 
increase in protein intake desirable in his cases, a point that we have also 
insisted on because of the ability of meat, in particular, to stimulate 
the secretion of hydrochloric acid by the stomach. 

The loss in calories and the reduction in weight that sometimes occur 
in the thin, intense type of patient with rosacea may be combated by 
greatly increasing the intake of butter fat, and for this purpose we have 
allowed the whole grain cereals to be eaten with butter and salt or with 
cream, but not with sugar (unless saccharin dissolved in milk is desired). 

Focal Infections——Several of our experiences with the relation of 
focal infections to rosacea have been detailed. Unfortunately, this is 
the most difficult point on which to secure the patient’s cooperation, 
unless unwarranted assurances are made, and it is, moreover, a point 
on which only qualified statements are possible. The problem of the 
sinus infection is especially difficult, for the “plush” antrum, in which 
a thickened, chronically infected mucosa and a state perhaps of allergy 
to the invading organism combine to produce a condition bordering on 
vasomotor rhinitis, seems almost incurable with the present otolaryngo- 
logic technics. There is, indeed, an interesting close interrelation 
between vasomotor rhinitis, allergic symptoms, sinus or pseudosinus 
infection and rosacea that would bear much further study. 

Medication (Drugs).—In our series, we experimented with sulpho- 
nated bitumen, N.F., given internally, quinine, yeast vitamin and 
mercury with chalk, and finally accepted calcium as the logical con- 
comitant of the acid therapy. It seems probable, as suggested, that an 
intestinal antiseptic would be of value, provided it would single out the 
putrefactive and gas-forming group of organisms as suggested by the 
work of Leonard and Feirer ** with 2-4-dihydroxyphenyl n-heptane. 

The calcium administered was given at first as the effervescent 
lactate, but later a noneffervescent preparation was used on the supposi- 
tion that a carbonated preparation might have gastric irritant effects. 
The laxative effects of calcium preparations taken on the empty stomach 
may or may not be desirable in a given case, and can be con- 
trolled by giving the drug after meals without loss of calcium 
effect (Lieberman *°). 


24. Leonard, V., and Feirer, W. A.: Di-Hydranol: Control of Intestinal Putre- 
faction in Man by Oral Administration of 2-4-Dihydroxyphenyl N-Heptane, Bull 
Johns Hopkins Hosp. 48:25 (Jan.) 1931. 

25. Lieberman, A. L.: Comparative Studies on Calcium Gluconate and Other 
Calcium Salts, J. A. M. A. 97:15 (July 4) 1931. 
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Local Therapy: Treatment with X-Rays.—Our examination of our 
results indicates that the x-rays are an important element in the treat- 
ment of rosacea, with or without acne. The number of cases is too 
small for conclusions to be drawn, but it appears that in 98 per cent of 
forty-three cases in which the x-rays were used the results achieved 
were rated as fair to excellent, whereas fair to excellent results were 
achieved in only 76 per cent of twenty-one cases in which roentgen 
treatment was not given. In cases in which the results were rated as 
vood to excellent, the difference still holds, though it it is less marked: 
in 56 per cent of these cases the x-rays were used, while in 43 per 
cent roentgen treatment was not given. So many factors, including 
the effects of the x-rays on structures other than the skin, on sebor- 
rheic processes and on the acne element, are involved that an interpre- 
tation of the mechanism of this result is impossible. 

Our local applications have been as usual directed mainly at the 
seborrheic factor, a simple and rather mild sulphur resorcin paste or 
a weak white lotion (lotio alba **) being used. In some cases, however, 
the irritability of the congested areas is such that even these measures 
are not well tolerated, and delay in their employment until after the 
roentgen therapy takes effect is preferable. As the x-rays in most of 
our cases were used in minimal amounts, a very cautious local therapy 
was not felt to be contraindicated. 


SUMMARY 


1. Rosacea is a vasomotor disturbance the etiologic background of 
which can be subjected to factorial analysis by careful history taking. 

2. In the series of eighty-three patients studied, the following factors 
ranked as major influences: the seborrheic habitus (80 per cent) ; 
nervous factors (76 per cent); gastro-intestinal disturbance (66 per 
cent) ; intake of caffeine and hot beverages—recall also the role of these 
beverages as a vehicle for sugar (60 per cent) ; focal infection (52 per 
cent ). 

3. The following appeared as minor elements: menstrual dis- 
turbances (23 per cent) ; condiments in excess (22 per cent) ; symptoms 
suggesting intestinal intolerance for carbohydrate (20 per cent) ; vaso- 
motor instability or irritability (18 per cent) ; menstrual exacerbation 
(17 per cent) ; alcohol (16 per cent) ; allergic background (16 per cent). 


26. White lotion (lotio alba), as used by us, varies from 1 Gm. to 2 Gm. each 
of zine sulphate and sulphurated potassa, each separately dissolved in 30 cc. of rose 
water and then the two solutions mixed before dispensing. This is considerably 
weaker in strength than the white lotion described in the Pharmaceutical Recipe 
Book of the American Pharmaceutical Association. 
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4. Hereditary influences appear perhaps in the tendency to anacidity, 
the predisposition to acne (seborrheic habitus), the allergic states and 
the emotional and nervous instability. 

5. The nervous stresses are of the long-time, chronic wear and tear 
type, not sudden shocks. 

6. The gastro-intestinal mechanism seems built on the depressant 
effect of emotion on the tract—anacidity, disturbed peristalsis, including 
both diarrhea and constipation, altered bacterial flora, suggestions of 
allergy to absorption of protein and deficient absorption of calcium. 

7. Intestinal intolerance for carbohydrate appears in one fifth of 
the cases, with additional individual striking examples of relapse follow- 
ing free ingestion of carbohydrate and examples of prolonged 
intolerance. 

8. Vasodilators, including possibly absorbed histamine bodies pro- 
duced by the gas bacillus under a low p« value of the gastro-intestinal 
tract, and caffeine, heat, alcohol (unimportant) and fast eating are 
instrumental. 

9. Focal infection, as indicated by individual cases, and focal bac- 
terial allergy may play a role as in asthma and vasomotor rhinitis. 

10. There is in all probability a profound element of vasomotor 
(perhaps sympathetic) neurosis in rosacea. 

11. A nonbacterial allergic element appears, sometimes associated 
with a marked neurogenous background, as in some forms of asthma. 

12. The therapy of rosacea would seem to follow rational lines when 
it includes (1) adjustment of the neurogenous background; (2) correc- 
tion of the gastro-intestinal phase thus, and by the free administration 
of hydrochloric acid and calcium and the sharp and lasting restriction 
of carbohydrates plus the encouragement of an acidophilic intestinal 
flora; (3) elimination of caffeine, hot and spiced foods, alcohol and 
the gobbling of food; (4) roentgen and topical applications for the 
seborrheic phase, with special attention to the often neglected scalp, on 
which the x-rays may be rather freely used, and (5) attention to allergic 
susceptibilities including especially local contacts (cosmetics, etc.). 

13. Relapse most frequently follows, in our experience, (1) failure 
or inability to correct the neurogenous substrate; (2) indulgence in 
carbohydrate, and (3) neglect of the acid-calcium regimen. 





RINGWORM OF THE SCALP 


TREATMENT WITH THYMOL AND OIL OF CINNAMON 


ELMER C. LOOMIS, M.D. 
CLEVELAND 


Among the more common diseases seen by the dermatologist which 


present a therapeutic problem is ringworm of the scalp. The incidence 


of the disease appears to be increasing in this community. If the 
school administration forces the infected child to remain out of school 
until rendered noninfectious, it means the loss of from one to several 
months’ schooling and perhaps loss of the entire year for the student. 


Thus far the only satisfactory method of curing the patient has 
been actual removal of the infected hairs. This is accomplished by 
the use of either roentgenotherapy or thallium acetate. When these 
agents are used in proper dosage, the hair is readily removed in a short 
time. Epilation can be done satisfactorily only by trained workers, 
and daily observation of the scaip is necessary during the period in 
which the hair is loose. Satisfactory results are not obtained when 
epilation is attempted in the home, and the dispensaries are not suf- 
ficiently manned for the work. Hospitalization for this period is the 
ideal method, but besides being expensive such facilities are wofully 
inadequate. 

Rather optimistic reports of tineacides have been made from time 
to time. My associates and I have had occasion to try some of the 
preparations thus reported. Thymol and oil of cinnamon have been 
used in the treatment of various types of fungous infection. 


TECHNIC EMPLOYED 


In 1929, Dr. L. B. Kingery ! reported a small series of cases in which his results 
with thymol and oil of cinnamon were favorable. We have endeavored to duplicate 
his work. Solution of gutta percha, B. P. C., was used as a vehicle for the thymol 
and oil of cinnamon. This solution was made up of gutta percha, 10 Gm.; lead 
carbonate, 10 Gm., and enough chloroform to make 100 Gm. The clear fluid is 
decanted, and to it is added 0.5 per cent thymol and 1 per cent oil of cinnamon. 


From the Department of Dermatology and Syphilology, Western Reserve 
University Medical School and Cleveland City Hospital. 

1. Kingery, L. B.: Thymol and Cinnamon Oil in the Treatment of Ringworm 
of the Scalp, Arch. Dermat. & Syph. 20:797 (Dec.) 1929. 
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The pharmacist offered to make up this preparation, and we received a gallon of 
gummy, molasses-like material. Several applications were made to the scalp as 
directed. After the first application, a thin rubber film was left on the scalp. 
Additional applications piled up one on the other, until a thin rubber cap resulted. 
This did not wash away with ordinary cleansing, and we did not fee! that the 
essential oils were penetrating the layers of rubber to the scalp. 

A commercial solution of gutta percha was next obtained. This was water- 
clear and of about the viscosity of water. When it was mixed with the thymol 
and oil of cinnamon, there was no visible residue; the solution could be painted on 
time after time. Finally the scalp was cleansed by shampooing. 

In this study ten patients with ringworm of the scalp were treated and observed 
in the hospital. Clinically the cases were, with one exception, of the Microsporon 
type of infection. With one exception (case 2), either hairs were found to contain 
spores, or positive cultures were obtained on Sabouraud’s medium. Our procedure 
was as follows: 

1. The hairs were closely clipped weekly. 

2. Solution of gutta percha with 0.5 per cent thymol and 1 per cent oil of cin- 
namon was painted over the entire scalp three times daily. 


3. The scalp was shampooed twice a week. 


REPORT OF CASES 


Case 1.—History—E. W., a Negro boy, aged 6 years, had lesions of two 
months’ duration when he was admitted to the hospital. Over the scalp were 
numerous circular, dirty, grayish-white patches showing scattered, broken-off 
hairs, a few pustules, crusts and scales. The body showed grouped lesions of a 
fine follicular, papular rash. The lesions were more marked over the flexor sur- 
face of the thighs, across the upper part of the back, along the back of the neck 
and on the chest. There was no report of examination of hairs prior to the treat- 
ment. Cultures on Sabouraud’s medium on Sept. 10, 1929, were positive. Hairs 
were negative for spores on Oct. 9, 1929. The intracutaneous tuberculin (O. T.) 
test Was negative down to 1:100. The condition was diagnosed as tinea capitis 
and trichophytid. The scalp was treated for forty-six days, from September 10 
to October 26. It was clear on discharge. There was no recurrence of either 
condition during a six months’ period of follow-up. 

Case 2.—B. W., a Negro boy, aged 5, had lesions of four weeks’ duration when 
he was admitted to the hospital. Over the scalp were several raised, boggy areas 
with draining sinuses. The hairs were negative for spores on Aug. 31, on Sept. 2 
and on Sept. 9, 1929. The disease was diagnosed as kerion celsi. A milk prepara- 
tion was injected intramuscularly, as follows: September 27, 1 cc.; October 2, 
2 cc.; October 10, 4 cc.; October 14, 6 cc., and October 25, 8 cc. The scalp was 
treated with thymol and oil of cinnamon for twenty days, from October 3 to 
October 23. The patient was discharged with a clear scalp. There was no 
follow-up. It is often noted that tinea of the scalp is due to a type of organism 
causing formation of kerion; this can be cured when the kerion heals even without 
treatment. 

Case 3.—L. R., a Negro boy, aged 7 years, had had lesions of the scalp for 
a long time. Over the vertex were two circular, white, scaling patches containing 
short, white, broken-off hairs. The hairs were positive for spores on October 8 
and November 4. Culture on Sabouraud’s medium on September 10 was positive. 
The condition was diagnosed as tinea capitis. Thymol and oil of cinnamon were 
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used for fifty-five days, from Sept. 10 to Nov. 4, 1929. The same medication was 
repeated for thirty days, from Dec. 26, 1929 to Jan. 25, 1930. Following the last 
treatment the scalp was clinically unimproved. 

Case 4.—R. R., brother of the patient in case 3, aged 8 years, had had lesions 

the scalp for three weeks. Over the scalp were many small, circular, grayish- 
white spots with considerable fine scaling and short, broken-off hairs. The hairs 
were positive for spores on October 8. Culture on Sabouraud’s medium on Sep- 
tember 10 was positive. The condition was diagnosed as tinea capitis. Thymol 
and oil of cinnamon were used for fifty-five days, from September 10 to November 
4, and the treatment repeated for thirty days, from Dec. 26, 1929, to Jan. 25, 1930. 
The scalp was still infected at the end of the treatment. 

Case 5.—J. K., a Negro boy, aged 6 years, had had lesions of the scalp for 
ive months. Scattered over the scalp were several grayish-white, circular, scaling 
areas with broken-off hairs. Hairs were positive for spores on September 6 and 
negative on October 8. Culture on Sabouraud’s medium on September 10 was 
positive. The disease was diagnosed as tinea capitis. Thymol and oil of cinna- 
mon were used for fifty-five days, from September 10 to November 4. There was 
no clinical improvement. 

Case 6.—J. C., a white boy, aged 5 years, had had lesions of the scalp for two 
months. Several small, circular, white, scaling areas were found on the scalp. 
The hairs were positive for spores on September 13 and October 8. A culture on 
Sabouraud’s medium was positive on September 13. The diagnosis was tinea 
capitis. Thymol and oil of cinnamon were used for fifty-two days, from September 
13 to November 4, and the same treatment was repeated for thirty days, from 
Dec. 26, 1929, to Jan. 25, 1930. At the end of these treatments the scalp clinically 
was still infected. 

Case 7.—E. G., a white boy, aged 11 years, had had lesions of the scalp for 
four months, There was a large, circular area with numerous smaller, grayish- 
white areas covered with fine scales; broken-off hairs covered the back of the 
scalp. Hairs were positive for spores on September 13 and October 8. A culture 
on Sabouraud’s medium was positive. The condition was diagnosed as tinea capitis. 
Essential oils were used for thirty-five days, from September 13 to October 18. 
There was no clinical improvement following this treatment. 

Case 8.—L. M., a Negro boy, aged 8 years, had had spots on the head for an 
indefinite period. Many white, scaling areas over the scalp showed short, broken-off 
hairs. There was also a fine, follicular, papular rash over the upper part of the 
hack, neck and thighs. The hairs were positive for spores on Sept. 20 and on 
Nov. 4, 1929, and on Feb. 13, 1930. The condition was diagnosed as tinea capitis 
and trichophytid. Solution of gutta percha with oils was administered for forty- 
five days, from September 20 to November 4, and the treatment repeated for thirty 
days, from Dec. 26, 1929, to Jan. 25, 1930. Clinically and microscopically the hairs 
continued to be infected after the two courses of treatment. 

Case 9.—A. C., a Negro boy, aged 9 years, had had scaling patches over the 
scalp for four months. Several small, circular, white, scaling patches with short 
hairs were distributed over the scalp. Hairs were positive for spores on Feb. 13, 
1930. The culture on Sabouraud’s medium on Sept. 25, 1929, was positive. The 
condition was diagnosed as tinea capitis. Solution of gutta percha with oils was 
ised for thirty-three days, from Oct. 2 to Nov. 4, 1929, and the treatment repeated 
tor thirty days, from Dec. 26, 1929, to Jan. 25, 1930. Clinically the scalp was not 


ured; microscopic examination verified this observation. 
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Case 10.—E. M., a white boy, aged 8 years, had had a lesion of the scalp for 
two months. One white, scaling area, 2 inches in diameter and covered with many 
short white hairs, was found near the center of the scalp. Hairs were positive for 
spores on October 18 and February 13. The condition was diagnosed as tinea 
capitis. Thymol with oil of cinnamon was used for fifteen days, from October 20 
to November 4, and the treatment repeated for thirty days, from Dec. 26, 1929, 
to Jan. 25, 1930. Clinically and microscopically the hairs were still infected. 


SUMMARY 

1. Ten cases of Trichophyton infection of the scalp in which the 
patients were hospitalized are presented. All cases were clinically 
ringworm of the scalp, and all but one were proved either micro- 
scopically or culturally to be ringworm. All cases showed the small 
spore variety of Trichophyton. 

2. The patients were treated with 0.5 per cent thymol and 1 per 
cent oil of cinnamon applied three times a day for from three and one- 
half to seven weeks consecutively; several were given a second course. 

3. In two cases cures were apparently obtained. In one case the 
condition was kerion celsi, and it is well known that such tinea infec- 
tion is often cured as the kerion subsides. Eight cases showed no 
improvement. 

CONCLUSION 


My associates and I have found thymol with oil of cinnamon of 
little value as a tineacide. 


1352 Hanna Building. 
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OPTICAL SPECIFICITY OF DIOXYPHENYLALANINE 
OXIDASE, THE MELANOGENIC ENZYME 
OF THE SKIN 


SAMUEL M. PECK, M.D. 


HARRY SOBOTKA, Pu.D. 
AND 
JOS KAHN, Pu.D. 
NEW YORK 


Modern investigators of pigment agree that the formation of pigment 
in the melanoblasts of ectodermal and mesodermal origin is due to the 
oxidation of a colorless propigment by an enzyme. Fuerth has shown 
that this melanogen is most probably a cyclic protein component. Fuerth, 
Przibram, Onslow and others first proposed tyrosine as the melanogen. 


Free tyrosine has been demonstrated in the circulation of the higher 


vertebrates, but tyrosinase has been found in insects and cold-blooded 
animals only. There is no positive evidence that tyrosine is the mother 
substance of melanin in warm-blooded animals, especially in man. In 
recent years a number of Italian authors (Angeli, Saccardi, Rondoni, 
Gallerani, Quattrini and Introzzi) have maintained that pyrole and its 
derivatives, such as a-methylindole and scatole, are also propigments. 
The fallacy of their conclusions has been brought out by the work of 
Bloch and Schaaf * and of Peck.’ 

Bloch? has shown that another aromatic amino-acid, namely B-3-4 
dioxyphenylalanine, is the probable propigment in warm-blooded ani- 
mals. The main support for this assumption is his discovery of the 
reaction to dioxyphenylalanine in the melanoblasts. This reaction con- 
sists in the change of dioxyphenylalanine into a melanin. Since the 
reaction takes place in sections of skin, Bloch was able to study micro- 
scopically the process of the formation of pigment. He and his school 
demonstrated that the reaction to dioxyphenylalanine is specific and 
enzymatic. It is positive only with 8-3-4 dioxyphenylalanine and can- 
not be elicited with tyrosine, epinephrine or other related dioxyphenyl 
derivatives. 

There is a strict parallelism between the reaction to dioxyphenyl- 
alanine and the normal formation of pigment. There is no reaction to 


From the Laboratories of the Mount Sinai Hospital. 

1. Bloch, Bruno, in Jadassohn, J.: Handbuch der Haut- und Geschlechts- 
krankheiten, Berlin, Julius Springer, 1927, vol. 1. 

2. Peck, S. M.: Arch. f. Dermat. u. Syph. 157:234, 1929, 
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dioxyphenylalanine in albinotic skin and vitiligo, while an increased 
reaction is a necessary accompaniment and the first evidence of all 
processes of pigment formation (Bloch, Peck,? Miescher). Further 
evidence for the consideration of dioxyphenylalanine as the pro- 
pigment is the demonstration of pyrocatechol, the natural deamini- 
zation product of dioxyphenylalanine, in the urine of patients with 
generalized melanocarcinoma. 

One cannot refute the assumption of the propigment function of 
dioxyphenylalanine on the ground that its presence has not been dem- 
onstrated in the animal body. The deeper understanding of interlocking 
chemical processes, such as alcoholic fermentation, has shown that an 
intermediary substance could easily escape analytic detection and yet 
form a pivotal phase in the course of the enzymatic process. 

A great many other criticisms have been raised against Bloch’s 
assumption of a specific dioxyphenylalanine oxidase. They have been 
based mainly on the fact that there are other catalytic systems of wider 
distribution that convert dioxyphenylalanine into melanin. Polyphenolase, 
an enzyme of almost ubiquitous occurrence in living matter, acts on 
polyphenol derivatives, especially orthodiphenol (pyrocatechol) and its 
derivatives, such as epinephrine, dioxyphenylalanine, etc., an oxidation 
that in the presence of amino groups leads to the formation of melanin. 

The effects of this enzyme are often overshadowed by a concomitant 
heat-stable and therefore nonenzymatic mechanism of oxidatinn, which 
is attributed to the iron system of the cell. The differentiation between 
these two catalysts has to be based on careful quantitative studies 
before one is entitled to refute the enzymatic character of such reactions. 

Tyrosinase is another enzyme that can convert dioxyphenylalanine 
into a melanin. It is found in insects, fungi and higher plants such as 
potatoes. The mechanism of the formation of melanin from tyrosine 
by this enzyme has recently been elucidated by Raper.* He showed 
that the first step in the oxidation of tyrosine is the introduction of a 
second hydroxy group into the benzene ring yielding 3-4 dioxyphenyl- 
alanine. The later stages of formation of melanin are due to a less 
specific mechanism the enzymatic nature of which is doubtful. 
Tyrosinase also acts on other monophenol derivatives such as para- 
cresol, tyramine, etc. Unless the enzyme is purified, it also oxidizes 
the substances mentioned because of contamination with polyphenolase. 
There is no evidence of the identity of either tyrosinase or polyphenolase 
with dioxyphenylalanine oxidase. The oxidation of dioxyphenylalanine 


3. Peck, S. M.: Pigment Melanin Studies of Human Skin After Application 
of Thorium X, Arch. Dermat. & Syph. 21:916 (June) 1930; Melanotic Pigment 
in Skin, Hair and Eye of Gray Rabbit, ibid. 23:705 (May) 1931. 

4. Raper, H. S.: Biochem. J. 21:89, 1927. 
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by tyrosinase can certainly not be used as evidence for the identifi- 
cation of this enzyme with the pigment oxidase, since the outstanding 


fact remains that the dioxyphenylalanine oxidase acts only on dioxy- 
phenylalanine and not on tyrosine (Bloch and Schaaf * and our own 


experiments ). 

The polyphenol oxidase of the myelogenic cells acts on many poly- 
phenol derivatives and easily oxidizable substances such as epinephrine, 
pyrogallol and phenylene diamine (Bloch and Peck,’) as well as on 
dioxyphenylalanine. In view of the higher specificity of the dioxy- 
phenylalanine oxidase of the melanoblasts, any theory attempting 
to identify dioxyphenylalanine oxidase with polyphenolase (Oppen- 
heimer®) is just as untenable as that of the identity of dioxyphenyl- 
alanine oxidase with tyrosinase. 

There are a number of proofs for the existence of an individual 
dioxyphenylalanine enzyme: 1. The dioxyphenylalanine oxidase is 
extremely labile against the destructive influences of heat and especially 
of certain poisons as compared to the less specific, more rugged poly- 
phenolase and the nonenzymatic oxidizing catalysts of the cell. 2. 
Its action is confined to a much narrower hydrogen ion concentration 
than that of either polyphenolase or tyrosinase. 3. As demonstrated 
by Bloch and Schaaf,’ the dioxyphenylalanine oxidase is so specific 
as to be inactive against a substrate showing the slightest change in 
the chemical constitution. Recently Mulzer and Schmalfuss * cast doubt 
on the specificity of the reaction to dioxyphenylalanine because in their 
hands 3-4 dioxyphenylethylamine (oxytyramine) also gave a positive 
reaction in the melanoblasts. As oxytyramine is the decarboxylation 
product of dioxyphenylatanine, it seems that this finding rather corro- 
borates Bloch’s theory of the formation of pigment. In the following 
series of experiments new evidence is presented for the specificity of 
the reaction to dioxyphenylalanine. 

The optical specificity of the action of enzymes has been studied 
thoroughly in several groups of hydrolyzing enzymes. The problem of 
optical specificity in oxidizing enzymes has been investigated only with 
tyrosinase. According to Abderhalden and Guggenheim,* this enzyme is 
optically selective to a limited degree only, showing some preference 
for the levorotatory natural substrate. 

We investigated the optical specificity of the dioxyphenylalanine 
oxidase, and we found that it was strictly specific for the levorotatory 


5. Bloch, Bruno, and Peck, S. M.: Folia haemat. 41:166, 1930. 

6. Oppenheimer, C.: Die Fermente, Leipzig, Georg Thieme, 1926, vol. 2, p. 
1793. 

7. Mulzer, P., and Schmalfuss, H.: Med. Klin. 17:1099, 1931. 

8. Abderhalden, E., and Guggenheim, M.: Ztschr. f. physiol. Chem. 54:331, 
1908. 
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natural form of dioxyphenylalanine *° The dextrorotatory antipode was 
left untouched by the enzyme.’’ In a personal communication from 
Bloch and Schaaf, we have been informed that they have independently 
made the same observation, a report of which they are about to publish. 

The formation of melanin from dioxyphenylalanine by crude potato 
tyrosinase (prepared according to Lichtman and Sobotka™) is rapid. 
It takes place to a considerable degree even when the true tyrosinase 
is destroyed by heat. This potato preparation acts equally on dextro- 
rotatory and on levorotatory dioxyphenylalanine, as is to be expected in 
a material rich in polyphenol-oxidizing catalysts. 

The enzymes responsible for the formation of melanin may be 
summarized as follows: 


TYROSINE TYRAMINE MONOPHENOLS 


e.g.p-cresol 
TYROSINASE = MONOPHENOLASE 
optically specific; pHe - 8 


DIOXY PHENYLALANINE OXYTYRAMINE DIPHENOLS EPINEPHRINE 


e.g. catechol J 
DIOXY PHENYLALANINE AX SE POLY PHE NOLASE 
highly optically nonspecific; 
specitic;/pH 7.3475 pH 7-9 and up 


MELANIN MELANIN 


EXPERIMENTATION 


Method—The reaction to dioxyphenylalanine was determined in the manner 
first described by Bloch. Frozen sections about 20 microns thick were placed in 
a 1:1,000 solution of dioxyphenylalanine in five times distilled water that had 
been buffered to pu 7.35 (final concentration of the phosphate buffer, 1: 500). The 
sections were left at room temperature for from three to twenty-four hours and 
were examined from time to time. Microscopic examination revealed the point 
for the best possible contrast picture. The sections were then cleared and mounted 
in the usual way. 

EXPERIMENT 1.—Frozen sections of the skin of the ears of a brown guinea-pig 
were placed in 1: 1,000 solutions of dextrorotatory, levorotatory and racemic dioxy- 
phenylalanine, as described. After four hours the section in the levorotatory 
solution showed a beginning reaction; this was also found in the racemic dioxy- 
phenylalanine, while the section in the dextrorotatory solution failed to react. 
After nineteen hours all of the solutions had turned dark, and all of the sections 
had a diffuse grayish appearance. The reaction to dioxyphenylalanine was 
intensely positive in the epidermal melanoblasts with the levorotatory solution, less 


9. For a preliminary report, see Peck, S. M.; Sobotka, Harry, and Kahn, 
J.: Zur optischen Spezifitat der Dopa-Oxydase, Klin. Wehnschr. 11:14 (Jan. 2) 
1932. 

10. Dr. C. R. Harrington supplied a sample of dextrorotatory dioxyphenylala- 
nine, which was prepared for the first time by him, with Dr. Randall. A sample 
of synthetic racemic dioxyphenylalanine was obtained through the courtesy of 
Dr. M. Guggenheim of the Hoffmann LaRoche Laboratories, Nutley, N. J. 

11. Lichtman, S. S., and Sobotka, H.: J. Biol. Chem. 85:261, 1929. 
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positive with the racemic solution and negative with the dextrorotatory compound. 
Sections kept much longer showed a nonspecific diffuse blackening in all of the 
solutions, but there was no positive reaction with the dextrorotatory substance. 
It can be concluded from this experiment that the dioxyphenylalanine oxidase is 
absolutely specific for the levorotatory form. 







EXPERIMENT 2.—In order to eliminate the possibility that the sample of dextro- 
rotatory dioxyphenylalanine was toxic for the enzyme because of contamination 
originating during its preparation, the following experiment was done. Frozen 
sections of the same guinea-pig’s ear were placed in solutions containing equal 
parts of the dextrorotatory and the levorotatory solution; the final concentrations 
were 1: 1,000 and 2: 1,000. The reaction was strongly positive in the melanoblasts 
after from fourteen to nineteen hours, which proved the nontoxicity of the dextro- 








rotatory dioxyphenylalanine. 





EXPERIMENT 3.—The polyphenolase reaction in blood smears was carried out 
with the three forms of dioxyphenylalanine according to the technic of Bloch and 
Peck.5 Thin blood smears were fixed in formaldehyde vapor, washed in distilled 
water and placed in 1: 1,090 solutions of dioxyphenylalanine in physiologic solution 
of sodium chloride. To each 10 ce. of solution 0.2 cc. of tenth-normal sodium 
hydroxide was added. In from one-half to one hour a positive reaction in the 
granules of the leukocytes was observed in all of the three solutions. The reaction 
with the dextrorotatory form seemed to lag behind that with the levorotatory form. 









EXPERIMENT 4.—Frozen sections were made of human skin from a case of 
subacute dermatitis. These were exposed, as in experiment 1, to dextrorotatory, 
levorotatory and racemic solutions. In the nineteen hour sections there was a 
positive reaction in the melanoblasts with the levorotatory and racemic dioxy- 
phenylalanine only. Even after much longer exposure, the reaction remained nega- 
tive in the melanoblasts with the dextrorotatory form. On the other hand, the 
leukocytes in all the sections showed a positive reaction after a few hours. The 
optical specificity can thus be listed among the differences that distinguish dioxy- 
phenylalanine oxidase from polyphenolase. 













SUM MARY 





1. The dioxyphenylalanine oxidase shows an absolute specificity for 
levorotatory 8-3-4 dioxyphenylalanine. 






2. The dioxyphenylalanine oxidase is an individual enzyme and is 





identical neither with tyrosinase nor with polyphenolase. It is respon- 
sible for the formation of pigment in warm-blooded animals. 







3. Levo B-3-4 dioxyphenylaianine is probably the propigment. 











Abstracts from Current Literature 


Epitep By Dr. HERBERT RATTNER 


CANCER AND TUBERCULOSIS. Epwin B. WiLson and HELEN C. MAnr, Am. 

J. Cancer 16:227 (March) 1932. 

A statistical study of these diseases led the investigators to the conclusion that 
cancer and tuberculosis may be regarded as independent. There is little or no 
evidence in favor of an antagonism or dissociation between cancer and tuberculosis, 
and a considerable variety of evidence in favor of a slight degree of positive 
association between the two. 


CARCINOMA OF THE PENIS, WITH A REPORT OF SItxtTy-SEVEN Cases. W. E. 
Le1Guton, Am. J. Cancer 16:251 (March) 1932. 


A study of sixty-seven cases observed at the Barnard Skin and Cancer Hospital 
shows carcinoma of the penis to be a rare disease, with an incidence of 1.3 per 
cent among the observed cases of carcinoma in the male. The lesion usually arises 
from the epithelium of the prepuce or glans, and a common contributory cause 
is phimosis. Syphilis and trauma are considered contributory causes. The 
disease is almost unknown among Jews and Mohammedans. The growth is 
usually superficial, and involvement of the inguinal glands occurs early in the 
disease, but extension to pelvic nodes or viscera is rare. The diagnosis is 
usually easy to make but requires differentiation from syphilis, and papilloma, and 
the recognition and appropriate treatment of precancerous lesions are important 
Favorable prognosis is directly dependent on early recognition and prompt radical 
treatment, and does not depend on the extent of the ulcerating growth or glandular 
involvement, but on the thoroughness with which the growth, glands and interven- 
ing lymphatic glands are removed; the more radical the operation, the better the 
end-result. The latter consists of complete removal of the inguina! lymphatic 
chains. (If the presence of epithelioma is definitely established, all forms of 
dermatologic or radiologic treatment appear definitely contraindicated, except as 
a preliminary to prompt radical surgical intervention. ) 


A Nore ON THE OCCURRENCE OF HERPES ZOSTER IN HODGKIN'S DISEASE, 
LYMPHOSARCOMA AND THE LEUKEMIAS. L. F. CrRAveR and C. D. HAAGEN- 
sen, Am. J. Cancer 16:502 (May) 1932. 


The authors draw a distinction between primary herpes zoster and secondary, 
or symptomatic, zoster associated with other disease processes. They report seven 
cases observed in the Memorial Hospital, New York, in patients with !ympho- 
blastomatous disease. The incidence was 7 per cent in lymphosarcoma, 4.5 per 
cent in Hodgkin's disease and 0.9 per cent in lymphatic leukemia. 

In these cases it was thought that the zoster was due to involvement of the 
nervous structures by the tumor processes, because in the majority of cases the 
zoster appeared at or near the time that a focus of neoplastic disease appeared 
on the same side of the body and in the same general anatomic region. 


MELANOMA IN THE NEGRO. E. L. Bisnop, Am. J. Cancer 16:522 (May) 1932. 


The author comments on the rarity of melanomas in the Negro and the pre- 
dilection of melanotic lesions in this race for areas of lesser pigmentation, such 
as the soles and the periungual areas. He reports nine cases, with variable amounts 
of pigmentation, and observes that the same clinical and histologic characteristics 
pertain here as in the white race, and the same high percentage of fatalities and 
unresponsiveness to treatment. The amount of pigment was found not to be a 
criterion of the degree of malignancy. 
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V. A. Cuapman, Am. J. Cancer 





A CASE OF MELANOMA OF THE CARUNCLE, 
16:645 (May) 1932. 

The author reports a case of histologically proved spindle cell melanoma of 
the caruncle, with recovery following thorough conservative surgical intervention 
and implantations of radon. The patient was free from evidence of local recur- 
rence or metastases six and one-half years following the operation. 


















































\m, H. R. Foerster, Milwaukee. 
bap Cetiac DisEASE. Leonarp G. Parsons, Am. J. Dis. Child. 43:1293 (May) 
1932. 
OSIS, 
itive In a scholarly discussion of celiac disease the following remark was made, 
which should be of interest to those who are concerned with the problems attending 
growth of hair: “We made another observation that is of some interest, namely, 
e that after carrying out this line of treatment, the child’s hair — which had pre- 
‘ viously stopped growing — resumed the normal rate of growth.” This observation 
; was made in more than one case, and this symptom can, I believe, be regarded 
ital as belonging to the deficiency group and may be another example of the effect 
Lael of shortage of vitamin “A” on the epithelial structures. 
ISe€s 
use ANDERSON, Los Angeles. 
The 
is Tue Conpuct OF THE SpIROCHETA PALLIDA IN TISSUE-EXPLANTATIONS. F. 
the Fétpvarr, Am. J. Syph. 16:145 (April) 1932. 
Be With many questions about Spirochaeta pallida unanswered, a great deal of 
- investigation has been undertaken concerning different forms of the organism, 
~- with the result that morphologic differences between the tissue Spirochaeta pallida 
ae and the culture Spirochaeta pallida were distinctly noted. 
n The article deals with research on the reaction to cultivation of the tissue 
he infected by Spirochaeta pallida. The conduct, course of development and degen- 
i eration of the Spirochaeta pallida were observed and followed in the original 
of human tissues and the explantations. Examinations were carried out with explan- 
as tations of normal human skin and also with the explantation of such syphilitic 
tissues as condylomata lata and syphilitic papules. The chief difficulties encountered 
were due to the fact that the human skin was infected with bacteria. The 
medium used was human plasma, to which were added heparin solutions to prevent 
- clotting. The pieces of tissue removed were washed in Tyrode’s solution, cut in 
7 small pieces, and put in the heparin plasma. In the course of the examination, 
although more importance was attached to the examination for spirochetes, this 
was often prevented because the pieces of tissue became autolyzed by bacteria. 
i These liquid-tissue-plasma materials were pure bacterial cultures. Some liquid 
tissue explantations were found to be bacteria-free and sterile. In these tissue- 
? plasma materials there were observed spirochete forms previously noticed by 






Herxheimer and Meironsky; that is, there were globular, oval formations, buds, 
situated on the body of the spirochete, often on both ends, sometimes independent 
of the body of the spirochete and sometimes connected with it by a delicate stem. 
These forms raise the question as to whether they should be considered as 








developmental or degenerative forms. 

Spirochetes were seen in most varied forms. Some were elongated; some 
seemed to have lost their regular curves; some were interwoven in clusters or 
starlike forms; some showed side or end buds, and sometimes buds were found 
lying free. Streptococcus chainlike spirochetes and formations composed of fine 
grains corresponding to the shape of Spirochaeta pallida were observed in small 
numbers in the liquid-tissue-plasma material, which became liquid because of 
bacterial infection. The author was unable to shed any additional light on the 
question of whether Spirochaeta pallida is of protozoan or of plant origin. 
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Tue Lire History or tHe TREPONEMA Patiipum. N. R. INGRAHAM, Jk, 
Am. J. Syph. 16:155 (April) 1932. 


The author presents an exhaustive, critical review of the literature pertaining 
to the life history of the Spirochaeta pallida. Most physicians today are satisfied 
concerning the etiologic relationship between Spirochaeta pallida and syphilis, 
but many are not entirely convinced that the present concept represents the entire 
story. It has been only recently that the artificial culture of the spirochete of 
syphilis has been seriously questioned. 

Numerous reasonable and rather firmly founded explanations have accumulated 
in recent years to elucidate our meager knowledge of the peculiarities almost 
unique to syphilis. The long incubation period is thought to be the result of 
the inherent qualities of the micro-organism itself and the minuteness of the 
primary inoculation. The discrepancy between the size of the lesion and the 
number of the spirochetes present is laid to variations in the resistance of 
the different hosts and to the virulence of the micro-organism. The scarcity of 
division forms in fresh preparations is charged to the haste of the usual clinical 
diagnostic examination. The long course of treatment necessary for clinical cure 
is blamed on the fact that a few spirochetes survive each dose of arsphenamine. 
The high incidence of relapse is said to rest on the inability of all hosts to form 
the proper toxic arsenoprotein or on the inaccessibility of the micro-organism to 
blood-carried drugs because of obliterative endarteritis. The long periods of 
latency may be considered to be caused by the resistance of the host whose 
immune bodies hold the progress of the infection in check without having the 
ability to eradicate it completely. The scarcity of the spirochetes in the tertiary 
and parasyphilitic lesions is accounted for by the poor nourishment afforded the 
micro-organisms and tissues alike, resulting in the death and disintegration of 
both. The direct transmission of syphilis from father to child in utero, without 
the presence of at least a mild infection in the mother, is not usually admitted 
at the present day. The author feels that whether these or other explanations 
are brought forward to account for the clinical phenomenon just mentioned, it 
it worth while to consider that all may be explained by a single assumption that 
in one stage of its life cycle Spirochaeta pallida may produce a minute resistant 
infective granule. The presence of granular forms in all the parasitic generac 
of the family Spirochetaceae would indicate that this phenomenon is significant 
of something more than mere degeneration. The granular and other atypical 
forms that have been found characteristic of syphilitic lesions and their secretions 
have formed the basis for three distinct theoretical cycles of evolution, all of 
which posit the existence of a resistant, infective granule. Evidence based on 
morphology alone has proved of little value, and McDonagh’s microchemical 
studies have been seriously questioned, and even the biologic research recommended 
of late by Levaditi and others has not proved the point to every one’s satisfaction. 
Much more work is necessary. The importance of the problem cannot be over- 
emphasized. If a minute resistant body is the cause of syphilitic infection, the 
changes that would be wrought in our ideas concerning etiology, pathogenesis, 
diagnosis, therapy and prognosis in the disease need scarcely be pointed out. If 
such a form does not exist, it is equally important to realize that it cannot be 
brought forward to explain the perplexing problems with which the clinician and 
pathologist are frequently confronted. 


COLLOIDAL MERCURY SULPHIDE IN THE TREATMENT OF SYPHILIS. WILHELM 
GENNERICH, Am. J. Syph. 16:198 (April) 1932. 


For the last two years, colloidal mercury sulphide has been under investigation 
at the University of Kiel. The product tested contains sulphur in combination 
with mercury in accordance with the chemical formula HgS. The solution 
contains 1.72 per cent of mercury and 0.28 per cent of sulphur. Its colloidal 
character is maintained by a hydrolyzed protein. It may be given by mouth, 
intramuscularly or intravenously. The intravenous method is preferred by the 
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author. The dosage used varied from 1.5 cc. to 2.5 cc. given twice a week until 
a total of from twelve to sixteen injections had been given. A short rest period 
followed each course. Since the drug is well tolerated and shows no cumulative 
action by individual dosages, it may be used continuously through fifty or sixty 
injections; by mouth it can be taken for a period of one-half year. The drug 
apparently possesses greater value than the ordinary mercurials used in the past. 
it shows an intensive effectiveness against the positive Wassermann reaction in 
both the early and the late stages of syphilis, although its influence on the clinical 
manifestations is inferior to arsphenamine in rapidity and intensity. 

Colloidal mercury sulphide cannot displace arsenicals, but must be considered 
as an especially well tolerated drug for combination therapy. Its indications 
for use are the same as for preparations of mercury in general. 


STUDIES IN THE SEROLOGY OF Sypuitis. H. Eacie, Am. J. Syph. 16:218 

(April) 1932. 

This is an excellent article dealing with the mechanism of the precipitation 
tests for syphilis. Eagle states that all precipitation tests are fundamentally 
identical, that every test is a different combination of the same variables and that 
the particular combination of variables chosen determines the sensitivity and 
specificity of any one test. On analyzing the points of difference of the various 
tests he finds that they fall into two distinct groups: (1) those factors that affect 
the dispersion state of the lipoid suspension used as antigen, such as source of 
lipoid, method of extraction, concentration of lipoids, use of sensitizers, ratio 
of lipoid to sensitizer, amount of saline solution used to dilute the antigen and 
age of antigen suspension and (2) those factors that affect the velocity of aggrega- 
tion, such as ratio of antigen to serum, inactivation of serum, temperature of 
incubation, total volume, effect of shaking and centrifugation, electrolytic con- 
centration and duration of incubation. 

There is a discussion concerning the problem of the ideal precipitation test, 
and suggestions are given as to how the precipitation technic may be improved. 
REvuTER, Milwaukee. 





Use oF PLASMA IN PRECIPITATION TESTS FOR Sypuitis. K. L. Burpon, Am. 

J. Syph. 16:237 (April) 1932. 

The author describes a method for the use of inactivated blood plasma in the 
performance of the Kline and Kahn tests. Tests on plasma are as simple to per- 
form and as reliable as tests on the heated serum and in addition have the 
advantage of being more sensitive and may be carried out in much less time than 
corresponding tests on serum. Blood plasma apparently contains more of the 
specific syphilitic “reagin” than the serum of the same person, and as a result 
the plasma shows a consistent tendency to give a stronger reaction than that 
of the corresponding serum. In the Kline tests, the use of the “very sensitive” 
antigen emulsion may lead to occasional doubtful or weakly positive reactions ; 
these may be avoided by the use of the “sensitive” antigen emulsion. The use 
of plasma in tests for syphilis deserves further trial. 





THe Dretary TREATMENT OF Psortrasis. JAY F. SCHAMBERG, J. A. M. A. 

98:1633 (May 7) 1932. 

The author reiterates his belief that there is a positive nitrogen metabolism 
in psoriasis, and he offers further evidence to support the conclusions reached 
in his previous paper. He believes that protein is the principal building material 
required by the rapidly proliferating epidermal cells in psoriasis. A diet low in 
proteins, one that is just sufficient for normal metabolism, does not supply suffi- 
cient protein for this epidermal proliferation. As a result, the disease becomes 
quiescent, and the skin tolerates local applications that could not have been used 
before. Two tables of suitable diets are included in the article. 
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SKIN ERUPTIONS FROM BISMUTH THERAPY IN SYPHILIS. EDWARD A. SKOLNIK 
and IrMA Avesuire, J. A. M. A. 98:1798 (May 21) 1932. 


The authors report twenty-two cases of cutaneous eruptions, which they 
attribute to bismuth occurring in a series of approximately 25,000 intramuscular 
injections of bismuth. The diseases simulated by these eruptions were pityriasis 
rosea, lichen planus, urticaria and lichen simplex chronicus, but in none of the 
patients affected had there been. previous attacks of these cutaneous diseases, 
All of the eruptions cleared up rapidly when the injections of bismuth were stopped. 


METABOLIC StupIeEs IN Urticaria: 1. Acitp-BAsE BALANcE. 2. BLoop 
Cuemistry. Leo H. Crisp, J. Allergy 3:219 (March) 1932. 


A study of forty cases of urticaria is reported to supplement a previous paper. 
In these cases there was no disturbance of the acid-base balance as determined by 
the carbon dioxide-combining power of the plasma. In addition there was no 
definite improvement following the administration of either sodium bicarbonate 
or hydrochloric acid. 

The blood sugar, nonprotein nitrogen, urea and total blood calcium were 
normal, while the diffusible calcium was slightly higher than normal. During 
the acute paroxysm the uric acid was slightly elevated, and the blood chlorides 
were diminished. The occasional benefit from calcium therapy is due to the 
influence of calcium on the nervous system rather than to supplying an existing 
calcium deficiency. 


Tue CLINICAL MANIFESTATIONS OF HEAT AND EFFORT SENSITIVENESS AND 
CoL_p SENSITIVENEss. WuILvt1AmM W. Duke, J. Allergy 3:257 (March) 1932. 


In persons who have been sensitized to heat, effort or cold, exposure to these 
physical agents may be followed by constitutional reactions, reactions in the skin 
and in the mucous membrane of the nose and bronchi, and abnormal responses 
in the internal organs. The underlying factor is a defect in the heat-regulating 
mechanism and in many cases is the result of some febrile disorder, while in others 
it is due to organic disease. The existing stimulus is often the sensation of 
slight heat or slight cold, or the effort of even moderate exercise. The cutaneous 
symptoms may consist of pruritus, erythema, urticaria, angioneurotic edema or 
dermatitis. 

Diagnosis depends on a careful history and a production of symptoms by 
applying heat or ice to the skin, or by inducing effort. The treatment consists 
of gradually increasing the patient’s tolerance to the physical agent to which he 


is sensitive. Caro, Chicago. 


Tupercutips. R. C. Low, Edinburgh M. J. 39:154 (March) 1932. 


Low states that in investigations on tuberculids some observers have noted 
positive observations of tubercle bacilli, either microscopically or by animal 
inoculation. Others have obtained negative results; but from analogy, especially 
in the work done with ringworm fungus in producing microsporids and trichophytids 
and with favus fungus in producing favids, one is safe to assume that the tubercle 
bacillus is actually present in all tuberculids and can be found if the lesion is 
examined early enough. The reaction produced between the bacillus and the 
allergic skin is so great that within a short time the bacillus is destroyed. Probably 
in all cases of tuberculid, provided the lesion was removed within two or three 
days, the tubercle bacillus could be shown to be present. In cases in which 
negative results were obtained, the lesion was examined too late. Another well 
known fact also supports this view. After an attack of measles, the Pirquet skin 
test, although previously positive, becomes negative for some weeks or months. 
If, during that negative period, the child receives an infection of the blood with 
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the tubercle bacillus, instead of the bacilli lodging in the skin, producing a tuber- 






















































LNIK 
culid which would destroy them, the organisms cause no reaction and are the 
starting point of multiple patches of lupus vulgaris. The author believes, there- 
a fore. that one may take it as proved that the tuberculid is a reaction between 
‘ular ai tha kt c. as 
; he tubercle bacillus itself and the allergic skin. 
iasis t [J. A. M. A.] 
the 
aSES, \ CASE OF SYPHILITIC SUPERINFECTION. JUAN Grau, Bol. Soc. cubana de dermat. 
ped. e syph. 2:259 (Oct.) 1931. 
A man, aged 32, had a chancre of the penis in which numerous Spirochaetae 
00D pallidae were found. He received treatment with neoarsphenamine and bismuth. 
Three months later the patient showed an ulcer of the right cheek accompanied 
per by large, painless, noninflammatory glands of the neck. Spirochaetae pallidae were 
f* found in great numbers. A Wassermann test was negative. Antisyphilitic treat- 
no ment promptly healed the lesions of the cheek, and the corresponding adenopathy 
sate vanished. 
ere a 
ing [He TREATMENT OF LICHEN PLANUS BY MEDICAL DIATHERMY. J. J. MESTRE, 
de Bol. Soc. cubana de dermat. e syph. 2:269 (Oct.) 1931. 
Ss 
the The author reports twenty new cases of lichen planus successfully treated 
ing with diathermy. Diathermy was applied to the cervicodorsal and to the lumbo- 
dorsal regions by means of flat lead-foil electrodes, the current being gradually 
increased to about 2,800 milliamperes during from fifteen to thirty minutes every 
other day. 
ND ther day 
29 
ose THe SERUM-DIAGNOSIS OF SYPHILIS BY WASSERMANN, KAHN AND MULLER’S 
cin Reactions: A COMPARATIVE Stupy. ALEJANDRO CHEDIAK and M. 
eS \Lonso PEREz, Bol. Soc. cubana de dermat. e syph. 2:278 (Oct.) 1931. 
ng . . . . . Tr 
= [his report is based on examinations carried out on 1,000 serums. The 
TS r ee . . ed 
; Wassermann, Kahn and Miller reactions gave concordant results in about 8&5 
0) - . . — - ee 
‘ per cent of the patients examined. The Kahn and Miiller tests gave a greater 
Ss . = “_* . r rT 
: proportion of positive reactions than the Wassermann. The authors conclude that 
) ’ . + . . . 
these three tests should be performed as routine serologic examinations in all 
cases of syphilis. 
Vv 
ts 
1€ CoccIDIOIDAL GRANULOMATOSIS: REPORT OF A CASE AND GENERAL REMARKS 
ON THE NATURE OF THE DIsEASE. Ricarpo E. Cicero, Gac. méd. de México 
58:139 (March) 1932. 
The author reports the first case of this condition observed in Mexico. The 
d patient had contracted the disease in California, where it was diagnosed by an 
J Oakland dermatologist. Lesions healed under treatment with colloidal copper and 
a a specific vaccine (7). Shortly after the patient’s return to Mexico, small 
. utaneous nodules again appeared; Coccidioides immitis had been recovered from 
a these lesions. Treatment by colloidal copper seemed effective. 
s Parpo-CastELLo, Havana, Cuba. 
. 
y \ Case or TABETIC ARTHROPATHY. FRrANcisco P. DuENo, Progresos de la 
: clin. 39:93 (Feb.) 1931. 
l . . ae . e 
! The author reports a case of Charcot’s joint in a man 50 years of age who 





ontracted a chancre when he was 24 years old. Operative intervention with 
fixation of the affected joints is preferred in some cases to conservative anti- 
syphilitic treatment. 
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Soptum SALT OF AUROTHIOBENZINIDAZOL CARBOXYLIC ACID IN THE TREart- 
MENT OF PULMONARY TUBERCULOSIS. CAMILO LosaADA, Progresos de la 
clin. 39:211 (March) 1931. 


The author contends that the gold preparations serve to accelerate the curative 
process by a catalytic action favoring the formation of connective tissue. Sodium 
salt of aurothiobenzinidazol carboxylic acid appears to be superior to other gold 
preparations (sanocrysin, krysolgan, eurephos), in the treatment of pulmonary 
and laryngeal tuberculosis. Better results are obtained with smaller doses and 
it does not produce dangerous reactions. Reactions, when they occur, are not 
due to the gold which has been injected, but to substances from tuberculous foci 
and depend essentially on the virulence of the bacilli. A cure depends on the 
total quantity injected and not on the size of the dose or the reaction produced 
by the gold. 


CIRCUMSCRIBED LEUKEMIA CUTIS OF A PSEUDOLEPROUS FoRM. J. BEJARANO 
and E. Enrerria, Progresos de la clin. 39:365 (May) 1931. 


An unusual case of leukemia cutis of the face is reported. There is a marked 
resemblance between this case and one with nodular leprosy giving the picture 
of leonine facies. Histologic pictures are included in the article and are typical 
of those of leukemia cutis. 


CuTANEOus AvuRosis APPEARING IN THE COURSE OF TREATMENT WITH SANO- 
CRYSIN. PeEpRO Lopez, Progresos de la clin. 39:402 (May) 1931. 


This article is based on a study of five cases showing pigmentary changes 
after therapy with a gold compound. The article contains a colored illustration 
showing the distribution and tone of the color changes in the skin. After describ- 
ing the ordinary toxic manifestations following treatment with sanocrysin, the 
author describes a symptom which he has not found described in the literature. 

The color change is a pigmentation of the portion of the skin exposed to 
sunlight, consisting of a violaceous tint and at the same time having the color 
of lead. The color may resemble the cyanosis that one sees in circulatory dis- 
turbances and varies with the complexion of the patient. The eruption is seen 
around the eyelids, nasolabial folds, sides of the neck and those portions of the 
back and chest that are exposed to sunlight. When the mucous membranes of 
the mouth and tongue are affected, the color is a salmon pink. The same color 
is seen on the upper eyelids and the outer canthi of both eyes. The pigmentation 
appears to be more intense on cold days and whenever the patient is fatigued. 
There seems to be a relation between the intensity of the pigmentation and the 
color of the clothes worn, but this cannot be proved. 

The pigmentation comes on gradually and is apparently not dependent on 
the dose administered, but on the total quantity of drug ingested. Since the doses 
of sanocrysin have been decreased, the eruption has been less frequent and of 
a milder nature. 

All the patients treated were suffering from pulmonary tuberculosis. 


DERMATITIS OF CHEMICAL ORIGIN. Emitio Rivas CABELLO, Progresos de la 
clin. 39:483 (June) 1931. 


Three cases of dermatitis venenata are reported in which the offending agent in 
each case was a dye. In the first case, the patient was sensitive to a black dye 
used in gloves, in the second case, to red ink —to common carmine but gave a 
negative reaction to indigo carmine. The third patient was sensitive to a black 
dye used in a coat and sweater, and the eruption was present only when he wore 
them. All these patients gave positive results with the patch tests, and in all! 
the condition cleared up when the offending substances were removed. 
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cEATMENT OF ALOPECIA SEBORRHOEICA WITH CHOLESTEROL. EMILIO 
ENTERRIA, Progresos de la clin. 39:508 (June) 1931. 





} 
ik 






The author reviews in a general way the arguments for and against the use 
of cholesterol solutions in cases of alopecia seborrhoeica and he agrees with those 
who have shown both clinically and experimentally that applications of alcoholic 
solutions of cholesterol causes hair to grow in from twelve to fourteen days, and 
that new hairs can be found in four weeks. 

In order to study the influence of the application of cholesterol on the growth 
of hair in endocrine cases, Habermann administered ascending doses of thallium 
acetate to mice. The animals that received applications of cholesterol retained 
their hair in spite of the fact that some of the animals died from the toxic effects 
of the drug. 



















HISTOPATHOLOGIC CONSIDERATION OF A CASE OF HEREDITARY AND TRAUMATIC 
PEMPHIGUS WITH EprpEermic Cysts. E. P. Fipanza, FRANCISCO CARRILLO 
and T. Ocana, Rev. argent. de dermatosifil. 14:16 (April) 1931. 


The authors report a case of epidermolysis bullosa hereditaria of K6bner in an 
Italian boy aged 18 years. Two other members of the family suffered with the 
same disease. The clinical appearance of the lesions is typical of the disease, 
including the presence of Nikolsky’s sign. The report of the histologic examina- 
tion includes a discussion of the formation of epidermic cysts. The authors contend 
that it is dependent on deficient nutrition of groups of cells at the site of forma- 
tion. A comparison of eosinophilia in the blood and in vesicular fluid is also 
given. This case is well illustrated with clinical and histopathologic photographs. 





















Two Cases OF GENERALIZED SCLERODERMA TREATED WITH FIBROLYSIN. 
C. SEMINARIO and M. DANERI, Rev. argent. de dermatosifil. 14:48 (April) 
1931. 

The authors report two cases of generalized scleroderma both of which were 
actively progressive and which responded favorably to injections of fibrolysin. 
In one case 250 injections were given over a period of five years. There were 
no untoward symptoms from the use of fibrolysin. 












Are DERMATOFIBROMAS OF DARIER AND FERRAND FRUSTRATED FORMS OF 
VON RECKLINGHAUSEN’S DIsEASE? C. SEMINARIO and J. PESSANO, Rev. 
argent. de dermatosifil. 14:61 (April) 1931. 






This is a report of a case of an Italian 32 years of age having a group of 
five fibromas in the left inguinal region. The first fibroma appeared twenty years 
previous to presentation, the last tumor seven years before. Following traumatism, 
the lesions became tender. Histologically, the tumors were fibromas with char- 
acteristics of a fusiform cell sarcoma. In certain places where the pathologic 
changes were more recent there were embryonic connective tissue cells. The 
authors believe that these are cases of frustrated von Recklinghausen’s disease 
manifested solely by neurofibromas, and that neurofibromas of von Reckling- 
hausen’s disease may become sarcomatous. The question is raised as to whether 
those cases of neurofibroma described by Darier and Ferrand are cases of von 
Recklinghausen’s frusté undergoing sarcomatous transformation. 





























'T 


[He Reticuto-ENDOTHELIAL SYSTEM AND CHEMICOTHERAPEUTIC ACTIONS. 
CaRLos CARDENAL Y DE SALAs, Rev. med. de Barcelona 15:299 (April) 


1931. 
Experiments are cited showing that fat injected intravenously prior to an 


injection of neoarsphenamine produces death of the experimental animals by fat 
embolism. When fat alone was injected, the animals did not die. Similar experi- 
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ments were performed with congo red, showing that a greater concentration of 
congo red remained in the blood when neoarsphenamine was injected. The 
literature relative to the various and numerous experiments that attempt to explain 
the mechanism by which arsphenamine and its derivatives act is reviewed. 

The author's experiments were carried out on rabbits inoculated with the virus 
of Kalle, the same cultures being used in all animals and at the same time. A 
silver preparation, india ink and surgical extirpation of the spleen for blocking 
the reticulo-endothelial system were employed. The results in all cases were 
negative. 

The author found that the sterilizing dose was the same as that found by 
Schlossberger, namely 0.02 Gm. of neoarsphenamine per kilogram of body weight 
of the animal. 

When substerilizing doses of neoarsphenamine were given to rabbits after 
blocking (a) by injection with india ink, (b) by injection with collargol, (c) by 
removal of the spleen and injection with india ink, the results were the same as 
in the unblocked animals, proving that by partial blocking of the reticulo- 
endothelial system the spirochetal activity of neoarsphenamine is not enhanced. 

In conclusion the author states: 

1. Doses of arsphenamine which are said by Schlossberger to be sterilizing in 
experimental syphilis in rabbits coincide with those obtained. 

2. The storing by the reticulo-endothelial system of a colloidal suspension 
such as india ink does not produce any changes in the therapeutic intensity of 
neoarsphenamine in rabbits with experimental syphilis. 

3. Similar results are obtained when the spleen is removed previous to the 
injection of india ink. 

4. It has been shown that the blocking of the reticulo-endothelial system can 
be only partially obtained. It is not possible at the present time to demonstrate 
by methods of blocking the intervention of the reticulo-endothelial system in the 


chemical therapeutic action of the arsenicals. - r , 
P pe t the . ’ CIPOLLARO, New York. 


THE COMPARATIVE VALUE OF CISTERNAL AND LUMBAR PUNCTURES. VIDELA, 
MARTINEZ DALKE and PERONCINI, Rev. méd. latino-am. 17:678 (Feb.) 1932. 


The authors performed simultaneous cisternal and lumbar punctures in fifty 
patients, in order to compare both fluids. he following conclusions are stated: 
The cisternal puncture is a simple procedure, within range of every medical prac- 
titioner. Wassermann tests and the Pandy, Gordon and Nonne-Apelt tests for 
globulins were concordant in all fluids. Colloidal tests also agreed. Albumin and 
cells were in greater amounts in the fluids obtained by lumbar tap, probably owing 


to sedimentation. Parpo-CasTeLLo, Havana. Cuba. 


Rare Nait Conpitions: XXII. Leuxopatuia Totaris FAmILiaris; XXIII. 
DEVELOPMENT OF BLACK Spots ON THE NAILS AS THE RESULT OF TH! 
CARELESS THERAPEUTIC USE OF MERCURIC SULPHIDE. JULIUS HELLER, 
Dermat. Ztschr. 63:127 (Feb.) 1932. 

The cases of two brothers are reported, both of whom had a more or less 
complete opaque whitening of the finger-nails and toe-nails. 

A black coloration of the nails developed in a patient who was using a mercury 
ointment for her psoriasis; she also used a sulphur tar soap for washing her head. 


THe STENOSING PROCESS OF THE ESOPHAGUS IN SCLERODERMA. A. FESSLER 
and R. Pont, Dermat. Ztschr. 63:164 (Feb.) 1932. 


The authors report the case of a woman, aged 62, who had suffered from 
extensive scleroderma for eight years. During the past four years stenosis of the 
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esophagus had developed, which had progressed to the point at which only liquids 
could be swallowed. The four other cases which have been reported in the litera- 
ture are briefly reviewed. 








Tue ErroLoGy, SYMPTOMOLOGY AND THERAPY OF THE ALLERGOSES: I. AN 
UNUSUAL MANIFESTATION OF AN ALLERGY AND THE CHANGE OF THE TYPE 
oF AN ALLERGOsIS. C. L. KARRENBERG, Dermat. Ztschr. 63:169 (Feb.) 
1932. 


A patient in whose family were evidences of allergic phenomena was markedly 
sensitive to egg-white during his babyhood. At the age of 10 years this sensitive- 
ness disappeared ; at the age of 20, a sensitiveness to oranges had developed, which 
manifested itself whenever oranges were ingested in a feeling of heat around the 
head and of sweating, especially on the forehead and nose. 











THE PHENOMENON OF VARIATIONS OF PATHOGENIC SKIN Funar. C. L. KAREN- 


BERG, Dermat. Ztschr. 63:230 (March) 1932. 







From considerable experience with pathogenic fungi, the author points out that 
various factors may cause considerable variation in the cultural characteristics of 
these organisms. Circumstances that may change the type of growth of an 
organism concern themselves particularly with changes in the terrain or with 
the passage of time. In order to avoid adding new names unnecessarily, allowances 
must be made for the possibility of variation occurring even under standard condi- 
tions of growth. 















THe INFLUENCE OF HORMONES ON THE COURSE OF EXPERIMENTAL NICKEL 
DERMATITIS. WILHELM MILBRADT, Dermat. Ztschr. 63:239 (March) 1932. 





In a previous article (Dermat. Ztschr. 63:47, 1932) the author reported the 
production of experimental nickel dermatitis in mice. He repeated these experi- 
ments, giving subcutaneous injections of various internal gland extracts. The 
dermatitis was made less severe by the injections of epinephrine, parathyroid 
extract and insulin, while it was increased by thyroid, thymus, ovarian, testicular 
and hypophysis extracts. These results may be due to the effect on the peripheral 
circulation. 


















T 


THe Resutts oF Gotp THERAPY IN THE TREATMENT OF ARTHROPATHIA 
PsorRIATICA. ERNA ZITZKE, Dermat. Ztschr. 63:249 (March) 1932. 






Two cases are described, each an extensive psoriasis associated with poly- 
arthritis. In both cases intravenous injections of a gold preparation improved the 
arthritis as well as the eruption. The author considers the effect of the gold 
therapy to have been indirect, by influence on the general health rather than 






on the lesions. 







SACRAL AND LuMBAR PaIN FOLLOWING INJECTIONS OF ARSPHENAMINE 
(ANGIONEUROSIS DoLorosa). W. SALAzAR, Dermat. Ztschr. 63:255 
(March) 1932. 


In a patient treated in 1915 for an extragenital chancre, a sensitiveness to old 
arsphenamine developed during a second course of antisyphilitic treatment. This 
manifested itself in severe lumbar and sacral pain, which came on immediately 
following the injection and was of sufficient intensity to limit movement for several 
minutes. Subsequently sodium arsphenamine was given, and a pruritic eruption 
developed on the palms and soles, starting a few hours after the injection and 
lasting several hours. The patient has remained clinically and serologically well 
since his last course. 
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NaIL CHANGES IN PoIsoONING DuE To THALLIUM. ALEXANDER ADLER, Dermat. 
Ztschr. 63:259 (March) 1932. 


A woman attempted suicide by taking rat poison containing thallium. In addi- 
tion to the usual symptoms of poisoning by thallium, transverse, opaque white 
bands, 2.5 mm. broad, developed on each finger-nail. These differed from those 
seen following trauma and certain illnesses in that they were even and present on 
every nail. 


EXPERIMENTAL SypuHitis. Louise Pearce, Dermat. Ztschr. 63:299 (April) 

1932. 

Experimental rabbit syphilis may be compared in many of its features with 
human syphilis. Symptoms of generalization, particularly joint involvement, 
periostitis and skin lesions, are more common than is generally thought. The 
presence and severity of these symptoms are variable, depending on the virulence 
of the strain and the method of inovulation, on the age, sex and general health 
of the animal and on other factors which are not demonstrable. 


SypuHiLtis AcgurreD LATE IN LiFE. ARTHUR JORDAN, Dermat. Ztschr. 63:309 
(April) 1932. 

The author agrees with most other investigators in considering syphilis acquired 
in old age more serious than that acquired in youth. In reviewing 115 cases in 
patients over 40 he did not find the resistant, extensive chancres and pustular, 
florid secondary lesions spoken of by some of the older writers. There was a 
higher incidence of early vascular and cerebral manifestations than in young per- 
sons. The danger of strenuous arsenical therapy for older patients is considerable. 
Those over 50 should receive only bismuth or mercury with iodide. This should 
be given in courses with rest periods. 


NEOARSPHENAMINE RESISTANT SyPuHitis. J. J. Zoon, Dermat. Ztschr. 63:327 
(April) 1932. 


In 1930, 240 patients with primary and secondary syphilis were treated with 
neoarsphenamine alone. Of these, 16 showed resistance to therapy or recurrence 
during the course of treatment. Three possible explanations are discussed: (1) 
lack of spirocheticidal power of the preparation used, (2) the power of the spiro- 
chetes to acquire a resistance to the medication and (3) the lack of ability of 
the patient’s system to change the drug into its active form. All three of these 
explanations are open to objection. The fact remains that adequate combined 
treatment with bismuth or mercury together with the arsphenamine preparation 
rarely encounters resistance. 


THE INFLUENCE OF VARIOUS CHEMICAL SUBSTANCES ON THE GROWTH OF THE 
Pus-PropucinG BACTERIA AND Funai. L. VAmos, Dermat. Ztschr. 63:340 
(April) 1932. 

The influence of a considerable number of chemical substances on the growth of 
pyogenic bacteria and fungi was tested in the laboratory. Of these the proteins, 
carbohydrates, bromides, iodides, ammonium salts and phosphates increased the 
growth somewhat. Arsenic, mercury, bismuth, copper and silver restrained the 
cultures, even when present in small amounts. 


FUNGI AND HypDROGEN IoN CONCENTRATION. L. VAmos, Dermat. Ztschr. 63:344 
(April) 1932. 


On solid mediums, Trichophyton, Microsporon, Achorion and Epidermophyton 
grow best at fu of from 5 to 8. The nonpathogenic yeasts grow well both above 
and below these concentrations. The scalp of adults has a fa of from 4.5 to 5.6, 
while in childhood it shows a fu of from 6.16 to 6.5, and this fact may explain 
the spontaneous disappearance of Microsporon at the onset of puberty. 
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ABSTRACTS FROM CURRENT 





Tue BENEFICIAL ACTION OF HYOSCYAMINE-SCOPOLAMINE ON THE VOMITING 
or THERAPEUTIC MALARIA WITHOUT DAMAGE TO THE PLASMODIA. AUGUST 
WotTeER, Dermat. Ztschr. 63:383 (May) 1932. 


The vomiting occurring during the course of malaria treatment often presents 
a difficult problem. The author reports four cases in which the vomiting could be 
controlled by the administration of a suppository containing 1 part of scopolamine 
and 4 parts of hyoscyamine. The total alkaloid content was 1 to 1.5 mg. per 
dose. A suppository was given at the onset of each chill. The plasmodia are not 
affected by this treatment. 













TREATMENT OF Leprosy. A. A. Stern, Dermat. Ztschr. 63:393 (May) 1932. 





Antimony and potassium tartrate was given to a series of patients with leprosy, 
the dosage being from 1 to 5 cc. of a 1 per cent solution every two days. Its 
usefulness was found to be limited to acute exacerbations of the conditjon which 
it apparently controlled in a satisfactory manner. It was useless in the stationary 
stage and did not protect against the development of new exacerbations. 








EMANUEL WOHLSTEIN, Dermat. 





STATIONARY FoRM OF ERYTHEMA NoposuM. 

Ztschr. 63:402 (May) 1932. 

A woman 52 years of age suffered for twenty years with rheumatic symptoms. 
She also had tuberculosis. For the past five years she had had a nodular, painful 
cutaneous eruption involving the limbs and adjacent portions of the body and the 
face. The nodules cleared up leaving brown pigmentation. The eruption was 
most marked in spring. The Pirquet test caused a reaction similar to one of the 
spontaneous nodules. The author considered the condition a form of erythema 
nodosum, perhaps corresponding to the persistant type described by W. Pick. 













Taussic, San Francisco. 





TREATMENT OF DysHiprRoTIC EczEMA wiTH D1IATHERMY. V. K. MOopEstTov, 

Sov. Vest. venerol. i dermat. 1:13 (nos. 1-2) 1932. 

Twenty-three cases of dyshidrosis of the hands were treated by the author 
with diathermy applications to the spine and six cases with the Sollux lamp. The 
eruption was located mainly on the lateral aspects of the fingers; it was in some 
cases secondarily eczematized or impetiginized; in many cases there was hyper- 
hidrosis. Some of the patients showed nervous functional disturbance, others 
endocrine disturbance; some gave a history of external irritation by chemicals, 









but in no case were fungi found. 

Believing dyshidrosis to be due to a disturbance of the sympathetic nervous 
system, which was proved by several investigators, the author used medical 
diathermy in the treatment, applying one electrode to the back over the lower 
cervical and the upper dorsal vertebrae, intending to influence the spinal ganglions. 
Daily applications of from 0.5 to 0.9 amperes during a period of from twenty-five 
to thirty-five minutes brought improvement after three treatments and complete 
cure after from ten to twelve treatments. Recurrence took place in cases which 
showed endocrine disturbance. The application of the Sollux lamp over the spinal 
ganglions did not have any appreciable effect. 














Sov. Vest. venerol. i 





ERYSIPELAS IN Lupus Vutcaris. A. N. SYRENSKAYA, 

dermat. 1:15 (nos. 1-2) 1932. 

In the last six years the author observed 113 attacks of erysipelas in 86 cases 

lupus vulgaris, and he came to the following conclusions: 1. Erysipelas in 
patients with lupus vulgaris is relatively benign, not producing any lasting dis- 
turbance in any of the organs of the body. 2. No marked healing effect on the 
lesions of lupus vulgaris was seen. Occasional improvement in the lupus lesion 
was of short duration. 3. The author was strongly impressed with the fact that 
quartz light, sunlight and pyrogallol used in the treatment of lupus were factors 
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in producing erysipelas by increasing the vulnerability of the skin to streptococcic 
infection. 5. Prophylaxis should consist in increasing general and cutaneous 
allergy by intradermal streptococcus vaccination, particularly before using quartz 
light, sunlight or pyrogallol. Treatment of erysipelas should consist in admin- 
istering antierysipelas serum according to the method of Birkhaug. 


THe ROLE oF THE LYMPHATIC SYSTEM IN THE PATHOLOGY OF SYPHILIs, 
I. A. Lipxtn, Sov. Vest. venerol. i dermat. 1:19 (nos. 1-2) 1932. 


Spirochaeta pallida, being an anaerobic micro-organism, chooses the lymph 
vessels and not the blood vessels for its medium, as the arterial blood contains 
200 times more and the venous blood from 80 to 120 times more oxygen than the 
lymph fluid. The lymphatic system, especially the lymph glands, seems to be 
necessary for generalization of syphilis, and there is also necessary a change in 
these tissues similar to primary sclerosis. The course of syphilis, involving some- 
times the skin and sometimes the viscera and the nervous system, depends on 
the localization and the depth of penetration of the spirochete into the superficial 
or deep lymphatic system; it depends also on the primary involvement of the 
regionary lymph vessels and glands and also of the vessels of the inner organ. 

The different course of syphilis in extragenital chancre, involving the skin or 
the bones can also be explained by the varied localization of the extragenital 
chancre. According to the anatomic structure of the lymphatic apparatus, chancres 
located on the upper half of the body should rarely lead to visceral syphilis or 
syphilis of the nervous system. 


DERMATITIS HERPETIFORMIS (DUHRING). S. A. BOGDANOVITSH, Sov. Vest. 
venerol. i dermat. 1:13 (no. 3) 1932. 


The author reports four cases of dermatitis herpetiformis in children, and on 
the basis of his own experience and reports of the literature he comes to the 
following conclusions: 1. Dermatitis herpetiformis is not rare in children. 2. Both 
sexes are equally affected. 3. It is observed also in infants but much less than in 
later childhood and in adults. 4. The eruption in children is vesiculobullous. 
5. Eosinophilia and hypersensitiveness to iodine are, as in adults, not always 
present, and therefore not necessary for a diagnosis. 6. In atypical cases the final 
diagnosis is made by observation of the course of illness. 7. A more exact and 
wider acquaintance with the clinical picture of dermatitis herpetiformis in children 
will help to diminish the number of unrecognized cases and bring out the actual 
frequency of occurrence in children. 


TUBERCULOUS INFECTION OF THE SKIN. A. A. ZENIN, Sov. Vest. venerol. i 
dermat. 1:18 (no. 3) 1932. 

The author discusses the whole problem of tuberculosis and tuberculids of the 
skin, citing literature and theories to date. He mentions the granules and the 
granular bacilli of Much; he speaks about the “filtrable tuberculous virus”; about 
the theory of Kyrle, who maintains that in the fight between the tubercle bacillus 
and the cells first of all the lipoid sheath of the bacillus is destroyed and thus 
the quality of acid-fastness is lost. The author is of the opinion that the so-called 
tuberculids are nothing more than a mild tuberculosis of the skin, a “projection 
of tuberculosis of the inner organs to the skin,” a “Pirquet reaction of large dimen- 
sions.” Tuberculids belong to the group of real cutaneous tuberculosis. 


Sypuiuitic Diapetes. S. Krapivin, Sov. Vest. venerol. i dermat. 1:24 (no. 3) 

1932. 

The author reports a case of a 38 year old patient with congenital syphilis 
who suffered also from pancreas diabetes, and who improved under treatment 
with neoarsphenamine and insulin but not with insulin alone. Cessation of treat- 
ment resulted in coma and death. 
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FROM CURRENT LITERATURE 





ABSTRACTS 





SERODIAGNOSIS IN Leprosy. A. K. BuLkin and B. V. GLucHovzEv, Sov. Vest. 
yenerol. i dermat. 1:38 (no. 3) 1932. 


The authors have studied the serology in 146 cases of leprosy at the lepro- 
sarium at Kuban. The methods used were the Bordet-Wassermann test with 
different syphilitic antigens, the modification of Hecht-Muttermilch and _ the 
precipitation test of Kahn. Parallel tests were made with antigens of leprous 
tissue and of the culture of Streptothrix leproides. Positive Wassermann reac- 
tions were obtained in 51.5 per cent with syphilitic liver antigens, in 33 per cent 
with cholesterolized heart antigens. Hecht-Muttermilch modification gave positive 
results in 31 per cent and the Kahn test was positive in 41 per cent of the cases. 
The phenomenon of paradoxical divergence in syphilitic antigens, 1. e., a strongly 
positive result with one antigen and a negative or weakly positive with another 
occurred in only 12 per cent of the cases. The percentage of positive results 
with the modification of the Wassermann reaction according to Hecht-Mutter- 
milch almost coincides with that of the heart antigens. The difference in the 
results reported in the serologic investigation of the serum with syphilitic antigens 
is produced not only by a different degree of freshness of the serum but also by 
the type of syphilitic antigen used and by the different degree of activity of the 
leprous process. With antiformin antigens from leprous tissue positive results 
were obtained in 71.2 per cent of the cases, with antiformin antigens of streptothrix 
culture 88.2 per cent reacted positively. The latter are to be preferred to the 
former because of the specificity and easy preparation in any amount desired. 
The authors believe that these antigens should be used in research work in leprosy. 

























CLINICAL AND Htsto_tocic Stupy OF POROKERATOSIS MIBELLI. M. S. 
ICHTEIMAN, Sov. Vest. dermat. 9:674 (Nov.-Dec.) 1931. 





The author describes a case of porokeratosis mibelli in an 18 year old youth, 
which started in early childhood. The lesions had a systematic linear distribution 
limited to the right side of the body, particularly to the extremities. Histologic 
examination showed keratosis and areas of parakeratosis, especially at the border, 
where nucleated horny cells formed columns. These and dilated orifices of sweat 
ducts were not constantly found. The stratum lucidum in the region of the border 
was little pronounced; in the granular layer there were cells resembling “corps 
ronds.” The deeper parts of the ducts and the secreting portions of the sweat 
glands had in places cystic dilatations. Among several signs of retarded develop- 
ment there were seen roentgenologically spina bifida occulta of the fifth lumbar 
vertebra, which was partially joined with the sacrum, and retarded ossification 
of the bones of the skull. According to the author, porokeratosis, because of its 
regular and cyclic evolution, cannot be considered a nevus. The presence of 
abnormal keratinization is justification for placing it in the group of dyskeratoses 
of Darier. The term “kératose centrifuge atrophiante” given by Respighi is 
preferable to the term “porokeratosis.” 





















FUNCTIONAL EFFICIENCY OF THE KIDNEYS IN PSORIASIS. SHIRIAEV, 


Sov. Vest. dermat. 9:685 (Nov.-Dec.) 1931. 

Investigation of experimental polyuria showed a disturbance of the functional 
efficiency of the kidneys in all fourteen cases examined, while the concentration 
test of the urine was normal. Thus the assumption of Nikolsky is confirmed 
that the cause of psoriasis is to be looked for in vasomotor secretory disturbances. 


THE 












THe ReEtTIcULO-ENDOTHELIAL SYSTEM AND SypuHitis. B. Levina, Sov. Vest. 
dermat. 9:690 (Nov.-Dec.) 1931. 
The author examined the contents of bilirubin in the blood of 170 syphilitic 
patients and came to the following conclusions: The increase of bilirubin in the 
blood in syphilis is the result of hyperfunction of the reticulo-endothelial system. 
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The quantitative and qualitative tests for bilirubin are important for the prophylaxis 
of icterus due to arsphenamine. Examination should be made repeatedly, and 
when bilirubin is found increased treatment should be individualized. In icterus 
due to arsphenamine and in some gummatous forms of syphilis the increase in 
bilirubin is due not only to hyperfunction of the reticulo-endothelial system but 
to the damaged liver. 


Fatty VEGETABLE OILS IN THE TREATMENT OF LEPROSY. M. JDAN-PUSHKIN 
and V. N. Kuznetzorr, Sov. Vest. dermat. 9:696 (Nov.-Dec.) 1931. 


The authors found that some commercial chaulmoogra oil products are simply 
crude oils. ‘“Moogrol” contains more nonsaturated fatty acids than the chaul- 
moogra oil. It contains a mixture of fatty acids, derived from some hydnocarpus 
trees, the iodine index of which is very high or is only a mixture of ethyl esters 
of fatty acids like chaulmoogra and hydnocarpus with linoleic and linolenic acid. 
The authors propose their own hypothesis on the action of those oils in leprosy: 
the therapeutic action of chaulmoogra oil on acid-fast bacilli depends on the non- 
saturated fatty acids. These absorb with avidity oxygen, and when introduced 
into leprous tissue they alter it in such a way that the acid-fast bacilli do not 
find a favorable medium for their development. Having made a_ thorough 
analysis of perillic oil, which contains more nonsaturated fatty acids than chaul- 
moogra oil or moogrol, and which is therefore preferred by the authors, they have 
prepared a mixture of ethyl esters which gives as good therapeutic results in 
leprosy as moogrol which has to be procured from foreign firms. 


TREATMENT OF CUTANEOUS LEISHMANIASIS WITH ROENTGEN Rays. I. E. 
Levin, Sov. Vest. dermat. 9:708 (Nov.-Dec.) 1931. 


The author has treated five patients with cutaneous leishmaniasis with excellent 
results within one or two months. According to the requirements in the case, 
he uses from 90 to 140 kilovolts, from 1 to 3 mm. of aluminum as a filter and from 
14 to % units skin dose for each session. 


LicHEN RusperR PLANUS PEMPHIGOIDES. F. Korrapa and I. Rovinsky, Sov. 
Vest. dermat. 9:712 (Nov.-Dec.) 1931. 


The authors describe three cases of lichen ruber planus pemphigoides in women 
who never had received any arsenic medication. In one case improvement was 
noticed following three lumbar punctures. The clinical and histologic picture 
in these cases correspond to the second group in Riecke’s classification (flat 
papules change into vesicles). 


ETIOLOGY AND THERAPY OF GRANULOSIS RuBRA Nasr (JADAssoHN). I. A. 
Levin, Sov. Vest. dermat. 9:721 (Nov.-Dec.) 1931. 


The author reports a case of granulosis rubra nasi in an 18 year old boy 
who had suffered from this condition since the age of 8, and who was successfull 
treated with roentgen rays. In studying the literature the author was impressed 
with the frequent association of this condition with adenopathy, particularly of 
the bronchial and mediastinal glands, with tuberculosis of the lungs and with a 
strongly positive Pirquet or Mantoux reaction. Some authors report improve- 
ment or cure after injections of tuberculin. The author is therefore inclined to 
consider granulosis rubra nasi as a tuberculid. Broom, New York. 
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Society Transactions 


CHICAGO DERMATOLOGICAL SOCIETY 
E. A. Orrver, M.D., Secretary 
Regular Monthly Meeting, Jan. 20, 1932 


H. E. Micuetson, M.D., President, Presiding 


HEMANGIOMA CAVERNOSUM OF Eye. Presented by Dr. H. M. HEDGE. 


F. M., a Polish girl, aged 2™% years, was normal physically and mentally 
except for a tumor of the lower right inner bulbar conjunctiva. 

On examination the tumor was 0.5 by 0.75 cm. and protruded from the eye 
about 2 mm. in the center. There could be seen several dilated blood vessels 
surrounding the cavernous tumor. The Wassermann reaction was negative. 

The department of ophthalmoiogy at Northwestern University Medical School 
reported that the fundus was normal. 

The patient was first seen in January, 1931, and in the past year she had 
been given 750 milligram hours of radium. There had been no noticeable growth 
of the tumor in the six months prior to this presentation. 


DISCUSSION 

Dr. H. M. HepceE: Since the entire tumor is situated on the bulbous portion 
of the eye, the case is interesting because of its rarity. Many similar tumors 
are seen which involve the adjoining tissues and skin, with the tail of the tumor 
extending on the conjunctiva. Collins and Mayou (Pathology and Bacteriology 
of the Eye, ed 2, Philadelphia, P. Blakiston’s Son & Co., 1925, p. 160) stated: 
“In the eye and its appendages there are tissues developed from the different 
divisions of the blastoderm, the cuticular epiblast, the neural epiblast and the 
mesoblast.” When these tumors are formed from tissue that has reassumed some 
of its embryonic characteristics, they are termed teleplasms. The teleplasms are 
divided, according to their origin, into three groups: (1) those arising from the 
cuticular epiblast, such as squamous carcinomas, papillomas, horns, glandular 
carcinomas, adenomas, moles and nevi; (2) those arising from parts derived from 
the neural epiblast, such as gliomas or neuro-epitheliomas of the retina and gliomas 
of the optic nerve, innocent growths, such as adenomas, and the benign melanomas 
and melanosarcomas, and (3) those arising in parts derived from the mesoblast, 
such as intra-ocular, bulbar and orbital sarcomas and as lymphosarcomas, neuro- 
fibromas, osteomas, myomas, hemangiomas and lymphangiomas. The growth in 
the case presented falls in group 3, in the cavernous angioma subgroup. 

Dr. Orrver S. Ormssy: This is an interesting case. I never saw a 
hemangioma limited to the conjunctiva, although many of thei extend onto it 
from the skin. 


IscHEMIA: PAROXYSMAL AREAS ON Dorsa OF HAanps. Presented by Dr. 
CLEVELAND J. WHITE and Dr. WALLACE S. MARSHALL. 


Case 1.—A white man, aged 28, a student, was seen because of some white 
spots which he had noticed on both hands. He stated that these patches had 
been present as long as he could remember. None of his immediate family had 
exhibited such pathologic changes. 

Physical examination revealed a young white man with no apparent pathologic 
changes other than a mild chronic scaling of the scalp. The Wassermann reac- 
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tion of the blood was negative. His past and present health was excellent, 
Multiple transient white macules were present on the dorsal and ventral suriaces 
of the hands. These spots were irregular in outline; the average size was from 
3 to 6 mm. in diameter, and they were found from the wrist to the tips of the 
fingers. They were of approximately from five to fifteen seconds’ duration, and 
then disappeared only to reappear elsewhere in the same region. They could 
be made to disappear by rubbing the surfaces of the hands or by having the 
patient raise his hands above his head and then lower them. They would change 
even more rapidly of their own accord when the hands hung at the patient’s sides. 
They would not come into view if the patient was resting quietly in a chair with 
his hands elevated and placed on an object about the level of his chest. If he 
lowered his hands, the patches would recur and would change their locations as 
described. On hurried examination the diagnosis of vitiligo might be made. No 
report of a similar case was found in the literature. 

sier (Virchows Arch. f. path. Anat. 153:306, 1898) published an original 
observation in which he described similar white, transient spots as occurring when 
he had placed a ligature around the arm. Since then a host of other observers 
have described the same phenomena, and Wolf (Heart 2:327, 1924) and Krogh 
(Anatomy and Physiology of the Capillaries, New Haven, Conn., Yale University 
Press, 1922, p. 181), have established the presence of red spots as well as white 
spots occurring when the ligature is applied. 

This case exhibits spots that are primary, not caused by artificial vasocon- 
striction. The condition is thought to be transient ischemia, due to neurotropic 
action of the vasoconstrictors. It could possibly be likened to the pathologic 
changes occurring in other parts of the body, as in angiospasms of the brain, 
angina pectoris, asthmatic attacks, Raynaud’s disease, abdominal angina, syncope, 
local syncope producing “chillblains,” shock and trench foot. 

The name of “ischemia neurotropica intermittens” was suggested, as this title 
is descriptive of the pathologic process that is present. Lewis (The Blood Vessels 
of the Human Skin and Their Responses, London, Shaw & Sons, 1927, p. 282) 
expressed the belief that the original white spots have a chemical causation rather 
than a cold or local nervous reflex. Microscopic examination of such areas by 
Rehberg and Carrier (Studies on the Physiology of the Skin, Skandinav. Arch. f. 
Physiol. 42:250, 1922) showed that the minute vessels were decreased in size and 
had disappeared. 

CasE 2.—A man, aged 28, a former truck driver, now suffering from post- 
encephalitic parkinsonism, was found at examination to exhibit the same phe- 
nomenon on the back of each hand. Dermatologic examination otherwise gave 
negative results, as did the usual laboratory tests. Changes of temperature had 
not caused any such transient white spots. The patient stated that by mental 
concentration he could produce them. 


DISCUSSION 


Dr. Wittram A. Pusey: I think this case is well worth showing, for 
examples of paroxysmal ischemia are interesting, whatever the location. 


URTICARIA PIGMENTOSA. Presented by Dr. Epwarp A. OLIVER. 


a 


A boy, now aged 14 months, at the age of 3 months had three of the largest 
lesions on the back. At the age of 7 months more lesions appeared on the chest, 
abdomen and legs. There are now about eighteen lesions varying in size from 
that of a split pea to that of an almond, chamois brown and discretely arranged 
on the back, abdomen, penis, legs and neck. There is practically no itching, and 
on rubbing they urticate slightly. 

DISCUSSION 


Dr. Witt1am A. Pusey: Have many cases been shown before in such young 
children? 
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Dr. Epwarp A. OLIvER: I have shown two children with the same con- 
dition, but they were not as young as this child. I have noticed in some recent 
textbooks various forms of therapy suggested for urticaria pigmentosa. I should 
like to know whether any one at this meeting has had any success in treating 
these patients. I have not had any. 

Dr. H. E. Micnetson: One of the physicians in my department is reviewing 
the subject of eruptions in the fetus, and he has found some examples of urticaria 
pigmentosa reported as present before birth. 

Dr. OttveR S. Ormssy: I have never seen any therapeutic measure that 
was of service. I have watched these patients from infancy until more than 
30 years of age, and the same lesions persisted in the same place, although they 
diminished in severity after the eighteenth year. In some patients the condition 
has improved temporarily under radiotherapy, but the lesions have recurred. 


LEUKEMIA CuTiIs, RESEMBLING EPITHELIOMA (EPITHELIOMA?). Presented by 
Dr. CLEVELAND J. WHITE. 


Mrs. M. R., aged 71, a housewife, had a growth which appeared on the 
left side of her nose approximately two years ago, according to her history. It 
was believed to be an epithelioma, and roentgenotherapy was used. The lesion 
did not heal, and five months later general adenopathy appeared. 

Her physician found a white blood count of 200,000 with a differential count 
showing over 70 per cent lymphocytes. A diagnosis of acute lymphatic leukemia 
was made. 

When the patient was first observed, about six months ago, an ulcer about 
4 inch (1 cm.) wide was present on the nose, having an indurated border and 
a clean base. Clinically, it closely resembled an epithelioma. Biopsy on the. corium, 
however, showed a heavy marked infiltrate of small lymphocytes. The white 
blood count had diminished to 19,000, after deep roentgenotherapy to the spleen; 
there were 51 per cent lymphocytes. 


DISCUSSION 


Dr. Micuaet H. Esertr: I did not see the section, but my impression is 
that the lesion on the ala is an epithelioma, in spite of the fact that the patient 
has leukemia. 

Dr. ARTHUR W. StTILLIANns: I have seen the section, and that, I think, is a 
good way of proving the diagnosis. 

Dr. O_tveR S. Ormssy: The patient had one lesion, and I asked her about 
its development. She stated that the first lesion was a pimple that became crusted; 
the crust fell off, leaving an ulcer, and then a new crust formed and fell. That 
is the typical history of epithelioma. If she had leukemia of the skin, it probably 
would not be limited to a single lesion of this type. She has leukemia, but I 
think that this lesion is an epithelioma. 

Dr. WiittAM A. Pusey: I could see nothing in the lesion but an epithelioma, 
and I know of no leukemic lesion that resembles that condition. I should say 
that if there is a leukemic infiltration it is probably an infiltration of an epithelioma. 
It would be impossible to make me believe that this lesion is not an epithelioma 
without serial sections of the entire lesion. 

Dr. CLEVELAND J. WuiTe: I presented this case to a class as one of epi- 
thelioma, but as the patient has lymphatic leukemia and has been treated with 
radium and roentgen radiation by physicians who know how to use these methods, 
a section was made. It showed a leukemic infiltrate. If I took the section in 
the right place, the infiltrate is leukemic. I think I had better take another biopsy 
specimen and see whether there is a leukemic infiltrate of an epithelioma or a 
definite leukemic nodule which has ulcerated. 

Dr. Witt1am A. Pusty: The lesion may be an ulcer retarded by radio- 
therapy, but I do not think it is due to radiotherapy. 








522 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


LyMPHATIC LEUKEMIA OF THE SKIN. Presented by Dr. E. P. ZEISLER and 
Dr. M. R. Caro. 


S. B., a white man, aged 24, first noticed a small nodule below the left eye 
three months prior to this presentation. This was incised by a physician, but no 
pus was obtained. Following this the lesion grew slowly to its present size, 
There have been no symptoms. 

Examination showed a dime-sized, elevated, dull reddish, firm nodule below 
the left eye with a sloping border and covered by smooth shiny skin containing 
small telangiectases. 

The blood count showed 95 per cent hemoglobin, 4,920,000 erythrocytes and 
7,400 white blood cells, with 72 per cent polymorphonuclears, 16 per cent lympho- 
cytes, 10 per cent monocytes, 2 per cent eosinophils and no abnormal cells. 

Biopsy showed the epidermis to be flattened. There was a thin layer of 
corium lying just beneath the epidermis that was free from infiltration. Below 
this the corium was filled by a densely packed mass composed chiefly of small 
lymphocytes with fewer large, pale-staining cells, probably lymphoblasts. 


DISCUSSION 

Dr. RuBEN NoOMLAND: I saw this boy in November, 1931, and at that time 
there was a lesion on his cheek which was no larger than a pea. I thought it 
was merely an infected cyst, but when he returned several weeks later the lesion 
had enlarged slightly. Dr. Ebert then saw the patient with me, for I realized 
that my first impression was not correct. At that time the diagnosis apparently 
was between some sort of new growth, probably sarcoma, and an inflammatory 
lesion. The boy was seen again several weeks later, when the lesion had enlarged 
further,.am« we felt sure it was a new growth, probably sarcoma. After seeing 
the sections today, I think there is not much question that the lesion is a round 
cell sarcoma rather than a leukemic infiltrate. To have a leukemic lesion limited 
to one area is rare, without having changes in the blood or elsewhere typical 
of leukemia. 

Dr. Wittiam A. Pusey: I am inclined to indorse these views. There are 
cycles of favorite diagnoses. Several years ago seborrheic dermatitis was the 
fashion. Then came mycosis fungoides, in which group one included almost every 
case of inflammatory lesions of the skin about which there was uncertainty. There 
is now a tendency toward the same ting with leukemia. This man has a single 
lesion of the skin, and it is difficult to make a diagnosis of leukemia from that 
when the blood is normal. Sarcoma is the more likely diagnosis. 


Dr. CLtarK W. FINNERuUD: I did not see the patient, but I saw the sections, 
and I think that histologically the condition is in the group included under the 
term “lymphoblastoma.” If any member of the group is distinctive it is leukemia, 
but even in the absence of the history I should not consider this condition leukemia. 
The histologic picture is more suggestive of lymphosarcoma. 

Dr. RicHarp L. Sutton, Jr.: I agree with the diagnosis of sarcoma. Most 
of the cells look to me like small round cells. 

Dr. Freperick ScHMmipt: A short time ago I reported in the ARCHIVES a 
case of leukemic infiltration of the skin. The patient was a child, 18 months old, 
and the first manifestation of leukemia was a nodule of this character. Thorough 
examination of the blood and internal organs, made at regular intervals, revealed 
no changes in the blood until about three months later. The character of the 
original nodule closely resembled leukemia. The child died a year later of gen- 
eralized leukemia of the skin and internal organs. 

Dr. E. P. Zetster: Dr. Caro did the work on this case. My own feeling about 
it is that I should hesitate to make a diagnosis of localized lymphatic leukemia 
without any corresponding changes in the blood. Dr. Jaffé made a diagnosis of 
lymphatic leukemia, however, from the histologic picture. 
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Uicer oF THE Lip (Tusercutous?). Presented by Dr. ArtHuUR W. STILLIANS. 


A young woman who was shown at the October meeting of this society was 
again presented in order to demonstrate improvement. She received two treatments 
with a water-cooled quartz lamp, the small lens pressed into the distended ulcer, 
and a one minute treatment given. This resulted in a severe reaction with forma- 
tion of pellicles, as seen at the previous demonstration, but on subsidence of this 
reaction the pain ceased, and great improvement was noted. After the second 
treatment the ulcer was healed and only a depressed scar remained, with some 
surrounding erosion. 

DISCUSSION 

Dr. ArtHur W. Stity1ans: This patient had tubercle bacilli in the sputum 
for several months before the appearance of the ulcer. Then the bacilli disappeared 
from the sputum, and a typical fissure-like ulcer developed. 

Dr. Witt1am A. Pusey: As I recall, tuberculous ulcers of the mouth were 
formerly uncommon and intractable. We have now had two cases in which they 
have cleared up, which is rare. 


Pempuicus CONFINED TO THE MoutH. Presented by Dr. CLevELAND J. WHITE. 


Mrs. P. H., aged 57, a housemaid, had had “sore gums” for approximately two 
years. Examination and observation for a number of months revealed the process 
to be an intermittent occurrence of large, flaccid bullae, which collapsed and became 
eroded within a few days. The bullae appeared in various parts of the mouth, on 
the gums, on the hard and soft palates and occasionally on the buccal surfaces. 
The cutaneous surfaces remained free. 

The patient’s general health had been above average. Occasional distress in 
the upper part of the abdomen suggested disease of the gallbladder, but internists 
considered it of little note. 

The diagnosis was believed to be pemphigus. The phytotoxic index, determined 
by Dr. Macht of Baltimore, was considered to be strongly in favor of pemphigus. 
The laboratory examinations, including a Wassermann test of the blood, urinalyses 
and blood counts, were normal. Roentgen examination revealed an irritable colon. 
Modified Davis treatment had been ineffectual. 


DISCUSSION 

Dr. Davin LieperTHAL: I think that this is an unusual case. Although the 
patient has had bullous lesions in the mouth for a comparatively long time, none 
have appeared on the skin. At present there are superficial erosions on the gums. 
I should refrain from making a definite diagnosis, until the case has been observed 
for some time. However, pemphigus should be seriously kept in mind. 

Dr. James H. Mitcnett: I saw a woman some time ago who had a lesion 
on the upper gum in front which was so much like the one on the side of this 
patient's gum that I was struck at once by the similarity. That woman was in 
excellent health, and in trying to arrive at some conclusion as to what was going 
on I noticed that she kept putting her eyeglasses, with a white gold frame, against 
the gum. She carried folding glasses on a chain and used them only for distance 
vision. She admitted that she was nervous and constantly put the glasses to her 
mouth. She agreed to leave the glasses in the office with me, and improved to a 
marked degree. I have now lost sight of her, but the improvement on the leaving 
off of the glasses was interesting. 

Dr. CLEVELAND J. WuiTE: This patient has been observed at the Northwestern 
University Clinic for two years. She first had bullae on the buccal mucosa and 
has been examined from every possible angle clinically. 

Dr. Orto H. Foerster: In all of these lesions of the mouth one should think 
of phenolphthalein as a possible cause. 
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HyYPERKERATOSIS (CIRCUMSCRIBED). Presented by Dr. S. W. BecKeEr. 
y 


A white woman, aged 26, presents circumscribed hyperkeratotic lesions on the 
backs of the hands. The condition started five years ago on the back of the left 
hand between the first and the second finger. Gradually other lesions had devel- 
oped. Biopsy revealed the same findings as were described in Dr. Michael’s case. 


DISCUSSION 


Dr. Oxtver S. Ormssy: I have been seeing patients with localized keratoderma 
on the dorsal surface of the hands and in other locations. I saw the patient on 
whom Dr. Michael reported and also saw the histologic section. Clinically this 
patient does not present that kind of lesions, but they have been changed by treat- 
ment. Histologically they are the same. I am pleased that this case was shown, 
for it is not generally recognized that localized keratoderma occurs on the dorsa 
of the hands entirely independent of palmar and plantar keratoderma. 


Juxta-Articucar Nopes. Presented by Dr. E. A. Sko_ntk (by Invitation). 


A Negro, aged 43, has painless nodules of about two years’ duration on his 
right forearm. Examination showed firm subcutaneous nodules on the extensor 
surface of the right forearm below the olecranon process. They were freely movy- 
able, but adherent to the skin. There was a similar nodule at the right shoulder. 
The patient said that he had not had syphilis and at no time had received anti- 
syphilitic treatment. There were no other findings suggestive of syphilis. The 
Wassermann test was anticomplementary on two different days, but showed a 
4 plus reaction on the third day. 

Physical examination gave negative results. At the time of this presentation 
the patient had received six doses of corrosive mercuric chloride, % grain (0.016 
Gm.), intramuscularly. Even with this mild treatment there was improvement. 


DISCUSSION 


Dr. Rusen NoMtanp: This patient has improved a great deal under treat- 
ment. I do not think it can be said positively that the lesion over the shoulder is 
a juxta-articular node; it might be a lipoma. The lesions on the elbow, however, 
are typical of juxta-articular nodes and have responded readily to treatment with 
mercury. 

Dr. E. A. SKoLN1IK: Last summer my associates and I observed a white man, 
aged about 30, with a definite history of syphilis, who had had little treatment. He 
came in complaining of nonpainful nodules, and examination revealed nodes below 
the olecranon, knee and tendon sheaths of the right palm. His Wassermann reac- 
tion was 4 +. Up to the present time he has received eight injections of neo- 
arsphenamine, and the nodes have disappeared. 

Dr. Micuaet H. Esert: Dr. Waugh asked me to make this statement regard- 
ing the patient whom he presented at the October meeting of this society. The 
patient had a node which histologically was not typical. Dr. Waugh wishes to add 
that after six injections of arsphenamine there was no change, and the nodules were 
then excised surgically. The diagnosis is still in doubt. 


Acgutrep URTICARIA PIGMENTOSA IN AN ApuLt. Presented by Dr. M. H. Esert. 


A white man, aged 51, presented an eruption of seven years’ duration. It 
appeared shortly after an attack of influenza and pneumonia and gradually increased 
to its present status within about one year. There have been no sensations in the 
lesions. 

The covered parts of the body and the extremities are covered with closely set 
brownish macules, varying in size from that of a match-head to that of a split pea. 
The lesions urticate when rubbed briskly. The patient also had a fluctuating mass 
of short duration on the left side of the neck. The Wassermann reaction of the 
blood and spinal fluid was negative. There was a history of chancre in 1904 and 
gonorrhea in 1900. He has been given about eight injections of arsphenamine. 
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DISCUSSION 

Dr. E. P. Zetster: This to me is an extraordinarily extensive case of 
urticaria pigmentosa. 

Dr. Wittram A. Pusey: Eight or ten years ago I had a case that was 
almost a duplicate of this. In my case the lesions showed perhaps a little more 
elevation. There were two interesting things about that case: The condition 
was almost a pure mast cell infiltration, and in a good many of the lesions by 
searching carefully one could at times find definite vesiculation. 

Dr. CLarK W. FINNERUD: Dr. Pusey, several years ago, also described 
xanthoma-like lesions that were bullous in an infant or a young child. An 
occasional vesicular lesion is not extremely uncommonly observed in congenital 
cases. 1 think that the lesions of urticaria pigmentosa, both of the ordinary and 
of the acquired types, have a characteristic distribution of pigment in any given 
lesion. If examined carefully, the pigment is usually ‘seen to be most marked in 
the center of the lesion, fading out toward the periphery. I think that this color 
differentiation, whether light brown or dark brown, is characteristic. Also I 
believe that the shape of the lesions and their relative distribution make definite 
the diagnosis of urticaria pigmentosa. The oval lesions arrange themselves more 
or less in the direction of the fine lines of cleavage, a characteristic plainly 
evident in the case demonstrated. 

Dr. MicuaEt H. Esert: I am sorry not to be able to present a histologic 
section, but I saw the patient first two days ago. It has been suggested by Little 
that these lesions may be accompanied by lymphoblastoma. Nothing of that 
sort was found, but examination of the blood has not been completed. 

Note.—A section showed numerous mast cells with the usual distribution. 


GENERALIZED ULCERATING SYPHILODERM: EDEMA OF THE GLOTTIS AND 
TRACHEOTOMY. Presented by Dr. B. B. BEESON and Dr. MicHaet H. 
EBERT. 


A white man, aged 24, was admitted to the Cook County Hospital six days 
ago with a generalized ulcerating and crusting eruption. He was in a pitiable 
condition, and was extremely emaciated. He had not slept in a bed for three 
months and had not taken his clothes off for one month. He gave a vague history 
of having a genital lesion one year before, for which he had received one or two 
injections. 

On admission there were numerous large, circinate and serpiginous crusting 
ulcers, many of which were rupioid in character, at the margins of large, super- 
ficial, pigmented scars. The patient was dyspneic and had a bilaterally symmetrical 
tumor of the thyroid, marked exophthalmos and general adenopathy. There 
were mucous patches in the mouth and ulceration of the glans penis. In a few 
hours he became cyanotic, and an emergency tracheotomy was performed. His 
Wassermann reaction was 1 plus. 

DISCUSSION 

Dr. MicwaEL H. Expert: I do not know whether the tumor of the thyroid 
was syphilitic in origin or not, but the man had marked dyspnea at that time. 
He has improved markedly in appearance. 

Dr. WirviaM A. Pusey: This man looks like the cachectic syphilitic patients 
whom one used to see in the Cook County Hospital in the old days. A word 
should be said for the comforts of the hospital. When one can take a man out 
of a box car, clean him up and give him a clean bed, that helps a great deal. 

Dr. Davip LIEBERTHAL: This case presents so-called syphilitic rupia. One 
sees similar cases rarely now. In former years they were observed more fre- 
quently and offered difficulties in treatment. But since arsphenamine came into 
use, they are cleared up rapidly. 
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MELANOCARCINOMA. Presented by Dr. M. H. Epert and Dr. B. B. BEEson, 


A white woman, aged 39, in 1929 had a pigmented mole over the left scapula 
excised. 

Examination revealed numerous firm, hemispherical nodules from the size of 
a pea to that of a cherry, most numerous on the face, neck and chest. A few 
were pigmented, but the majority were the color of the normal skin. There 
was a recurrence of a pigmented plaque at either side of the scar where the 
original lesion was removed. 

DISCUSSION 


Dr. Harry R. Foerster: It would be interesting to know whether the 
patient showed any manifestations of metastatic involvement, visceral or cutaneous, 
prior to the removal of the lesion. Whether growths of this type should be 
removed is still a matter of controversy, some authorities believing that the 
removal of an apparently quiescent melanotic nevus or a melanoma, regardless 
of method, is hazardous. 

Dr. Witt1am A. Pusey: The only cases of the sort that I have seen that 
showed metastasis were in locations like this. I think moles will average at least 
three or four to a person, and all of us see these cases at rare intervals. What 
happens to produce one of these cases and what will happen in a pigmented mole 
I think no one can foresee. I have had some interesting experiences. One baby 
was brought to me several years ago with a small melanoma deep in the skin, 
half the size of a grain of wheat, with a line half an inch or more long going 
off from it. I urged the parents to have the mole removed, but they refused. 
A year or so later I wrote to them and was told that nothing had come of the 
melanoma. About a year or so ago Dr. Stillians and I saw an actively growing 
melanoma 1% inches (3.7 cm.) in diameter on the cheek of a man. It could not 
have looked more malignant. Roentgenotherapy had not checked the growth. 
I suggested an unfavorable prognosis, but advised the man to have the mole burned 
out with a cautery. It healed promptly, and he has had no recurrence. I have 
no more hesitation about burning off a mole than about burning off a molluscum 
contagiosum. I think that there is no more danger in treating a mole than in 
going for an automobile ride on Sunday. 

Dr. B. BARKER BEEson: At the Mercy Hospital there have been two cases. 
In one instance the lesion was on a man’s thigh. He said that it itched and 
irritated him and he rubbed it. When I saw the patient there were several 
hundred moles scattered over the body. 

Dr. OvtverR S. Ormssy: The major portion of these cases with metastatic 
involvement that I have seen occurred after surgical removal of the lesion. Occa- 
sionally they develop after the lesion has been burned off with acid. I have had 
several experiences with these types. The degree of malignancy depends on the 
age of the patient. I have seen several melanomas in persons from 60 to 80 
years of age, and they rarely developed beyond a local lesion. I think that in 
a large lesion like this I would either leave the condition alone or employ radium. 
I never have seen a bad result following the use of radium. Three years ago 
I saw a lesion on the hip of the wife of a doctor and advised him to let it alone 
or to use radium or diathermy. Diathermy was employed widely all around and 
beneath the lesion. The vessels were apparently sealed and the lesion entirely 
removed, but that patient is now under my observation with hundreds of tumors 
disseminated throughout the body. I feel that surgical procedure in these cases 
is more dangerous than the ordinary treatment that dermatologists use, and that 
radium is the safest method of therapy. 

Dr. Harry'R. Foerster: I am inclined to agree with Dr. Ormsby’s views 
regarding melanotic nevi and melanomas. Of interest in this connection is a 
recent paper by Dr. Evans of the Harper Hospital, Detroit (Am. J. Roentgenol. 
26:236 [Aug.] 1931). In a series of these lesions, some of them quiescent at the 
time of treatment, which were removed by electrocautery methods and subsequently 





ESON, 


pula 


e of 
few 
here 
the 


a a ee aa ae ee 


we 


SOCIETY TRANSACTIONS 527 


treated with roentgenotherapy, there was a very high percentage of local recur- 
rences and of metastases with uniformly fatal termination. Evans advocated hyper- 
massive doses of unfiltered roentgen rays and warned against excision or cautery. 
In the discussion Pfahler said that his best results followed wide and deep removal 
by electrocoagulation. 

Dr. H. E. Micuertson: There will be a paper published shortly giving a 
review of the cases of melanoma seen at the Mayo Clinic. In my own institution 
it has been noticed that the location of the growth makes a difference. Melanomas 
about the toes, finger-nails, soles and eye are the most dangerous. 


LicHEN PLaNus BuLtosa (?). Presented by Dr. Micuaet H. Esert and Dr. 
B. B. BEESON. 


A Negress, aged 39, presented an eruption which started three and a half 
months ago as itching pimples on the backs of the hands. In a very short time 
it became generalized and bullous. The lesions had been intensely pruritic. She 
gave a history of having taken a patent medicine for a short time after the onset 
of the eruption, but had had no arsenic, iodides or bromides so far as could be 
ascertained. 

When she was first admitted to the hospital, two weeks ago, she presented 
a bullous and vesicular dermatitis which involved all the covered parts of the 
trunk and extremities, as well as the hands and feet, with many crusted relics. 
The condition suggested dermatitis herpetiformis. Within the past six days 
lichenoid lesions had appeared at the sites of former bullae. She had never had 
lesions on the mucous membranes. 

Examination showed numerous lichenoid plaques from the size of a split pea 
to that of a coin on the arms, thighs, back and flanks. These were raised and 
flat topped and had a violaceous sheen. There were several flaccid bullae filled 
with clear fluid and several crusted relics. In some areas the lichenoid papules 
were seen to have developed on the site of a bulla. In other areas the vesicles 
and bullae appeared on the surface of the lichenoid lesions. There was a marked 
increase of pigmentation on the back and flanks with some diffuse thickening 
of the skin. There were no lesions on the oral mucosa or in the anogenital area. 

A biopsy specimen was taken from the flexor surface of the right arm, including 
one of the lichenoid patches. 

DISCUSSION 

Dr. Wiittram A. Pusey: I see no reason for making a diagnosis of lichen 
planus in this case. The condition has the location of dermatitis herpetiformis 
and the bullous lesions of dermatitis herpetiformis, and the section that I saw 
had not the characteristics of lichen planus. The thickening of some of the lesions 
under the inflammatory process is not surprising. 

Dr. B. BARKER BEESON: My original idea was that the condition is dermatitis 
herpetiformis. ; 

Dr. CLARK W. FINNERUD: Having observed a large number of cases of 
lichen planus in the colored race, I feel that the shape of the groups of lesions 
around the neck and the flexors of the upper extremities speaks strongly for 
lichen planus. The histologic picture cannot be said to be that of lichen planus, 
but this fact might be accounted for by the acuity of the lesion excised. 

Dr. Ortc H. Foerster: My impression was that the condition could well 
be a bromide eruption, this opinion being based on the observation that some of 
the lesions were vegetating, flattened elevations covered with a smeary discharge. 

Dr. Micuaet H. Expert: The condition of the patient has changed rapidly 
in the few days that she has been under observation. When I first saw her [ 
did not think there was much possibility of a diagnosis other than dermatitis 
herpetiformis, but there was a question of a possible bromide rash, because she 
was taking “patent medicine.” I have not been able to find out whether there 
was bromide in it or not. I was so impressed by the rapid change in the lichenoid 
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lesions that I was rather of the opinion that the condition was lichen planus 
bullosa. I am willing to stand by that diagnosis for a few days, until the condi- 
tion shows another change. 

Dr. WittiaAm A. Pusey: I wish to call attention to the fact that the rapid 
change in the eruption suggests dermatitis herpetiformis rather than lichen planus 
bullosa. I have the greatest respect for every remark that Dr. Foerster makes, 
but I cannot reconcile this case with the diagnosis of a bromide eruption. Bromide 
eruptions do not show simple inflammation in sheets, which is almost universal 
here, and certainly they do not show intense itching. 

Dr. B. BarKER BEESON: I understood from the patient that the chief 
ingredients in the medicine that she took were senna and a small amount of phenol, 
which would have no bearing on the disorder. 

Dr. Ottver S. Ormssy: No matter what condition is present in colored 
persons, itching may occur. 


ERYTHEMA INDURATUM (?). Presented by Dr. M. H. Expert and Dr. B. B. 

BEESON. 

A girl, aged 16, stated that she first noted nodules on the legs four months 
ago, which broke down and formed ulcers. There had been little sensation in 
the lesions. 

Examination revealed a healing ulcer on the left calf and one on the right 
knee, with some residual infiltration. The area about the lesions was bluish red. 
The patient seemed undernourished. 


DISCUSSION 


Dr. ArtHuR W. StiLiians: I think that these are the lesions of scrofulo- 
derma, particularly on the knee. 

Dr. Harry R. FoERSTER: My impression of this case is that the condition 
is probably indolent pyoderma. I consider the lesions too superficial, too lacking 
in infiltration and too extensive to fit the picture of either scrofuloderma or 
Bazin’s disease. 

Dr. Witiiam A. Pusey: I could not exclude a diagnosis of syphilid from 
the lesion on the knee. There are scarring and irregular ulceration. 

Dr. MicuaEt H. Expert: I saw the patient in the outpatient department ten 
days ago. She then had a definite punched-out ulcer on the leg, and all of the 
lesions were more bluish and more infiltrated than they are today. I do not 
wish to make a final diagnosis without investigating for syphilis. The Wasser- 
mann reaction was negative. If there is anything against the diagnosis of 
tuberculosis it is the rapidity of the improvement under treatment. However, 
I am still of the opinion that the condition is a form of tuberculosis. 


Pempuicus Curonicus (?). Presented by Dr. Max S. WIEN and Dr. 
THEODORE CORNBLEET. 


G. K., a white man, aged 60, was admitted to the Cook County Hospital 
complaining of generalized itching of six months’ duration and a bullous eruption 
of four months’ duration. He had been previously treated at the Rush Dispensary 
with solution of potassium arsenite for a suspected dermatitis herpetiformis, 
following which a generalized bullous eruption developed and a diagnosis of 
pemphigus was made. The general history was otherwise unimportant. 

At the time of admission to the hospital the patient was not toxic, and the 
essential lesion consisted of an extensive bullous eruption which was especially 
marked on the extensor surfaces of the arms and legs with lesser involvement 
of the neck, abdomen, chest and back. No lesions were present in the mouth. 
Within the next two weeks the patient became toxic and in addition to the 
original eruption large flaccid bullae developed on the chest, abdomen and back. 
He was given solution of potassium arsenite, with marked improvement in his 
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condition, but within ten days “rain drop” pigmentation of the trunk and hyper- 
keratoses on the palms and soles developed, which gradually disappeared when 
the medication was stopped. During his stay in the hospital, a period of four 
months, there has been gradual improvement in the patient’s condition. The 
bullous eruption has practically completely involuted, and today he presents only 
residual pigmentation and depigmentation at the sites of the previously involved 
skin. 

In September, 1931, while the patient was under Dr. J. H. Mitchell’s observa- 
tion, a Pels test on the blood was 65 per cent and on the blister fluid 59 per cent. 
Another specimen of blood examined by Dr. Peis in October, while the patient 
was in the hospital, gave a reading of 50 per cent. 

The Wassermann reaction of the blood was negative. 


DISCUSSION 


Dr. RusEN NoMLAND: I am interested in this case because the patient was 
first seen at the Rush Dispensary in April, 1931. He then gave a history of a 
localized pruritic eruption which had been present at intervals for many years. 
The conclusion at that time was that the condition was an atypical dermatitis 
herpetiformis. He was given solution of potassium arsenite, and within ten days 
or two weeks a generalized eruption consisting of lichenoid papules developed. 
I then thought that the eruption was due to arsenic, but Dr. Oliver would not 
agree with me and insisted that it was lichen planus. I finally gave the patient 
some injections of mercuric chloride. After about the second injection the first 
bullous lesions observed developed. He then had eight or ten bullous lesions on 
the leg. He was lost sight of, and when he was next seen he had a generalized 
bullous eruption, resembling the picture that Dr. Mitchell showed. Pemphigus 
was considered as a possible diagnosis. 

Dr. James H. Mircuett: This has been a very interesting case. I saw 
the man on June 15, 1931, at the clinic; at that time he had a lichenoid eruption 
which had increased markedly, and there were bullous lesions on the anterior 
surfaces of the legs and large glands in the inguinal region and elsewhere. In 
talking over the diagnosis with Dr. Nomland and others I suggested the possibility 
of the condition being lymphoblastoma. About July 29 the patient was brought 
to my office by Dr. Bertha Shafer. He had been treated at one of the health 
clinics for neurosyphilis and had been given about 300 arsenical injections. In 
view of the reaction he had shown at the clinic I gave him sodium thiosulphate, 
with very little if any improvement. I tried various treatments for the cutaneous 
lesions, including baths with potassium permanganate for cleansing, and he did 
very well. I also used gentian violet on the eroded surfaces, and gave him 
calcium chloride intravenously and by mouth. He was then unable to get about 
and was sent to the Cook County Hospital. The Pels phytotoxic test was 
65 per cent on the blood and 59 per cent on the vesicle content. 

Dr. Max S. WiEN: This patient has been in the hospital for some time, and 
various physicians who have seen him have proposed the diagnosis of chronic 
pemphigus and erythema bullosum. When I first saw him the eruption was 
bullous and was practically limited to the extensor surfaces of the arms and legs. 
Within two weeks large confluent bullae developed over the abdomen with a fluid 
content that moved when the patient changed position. There has been no mixed 
type of lesions during the time he has been under observation in the hospital. 
He was put on Fowler’s solution; after eight or ten days pigmentation manifested 
itself on the trunk with hyperkeratoses on the palms and soles, and the solution 
of potassium arsenite was stopped. He has made a progressive recovery while 
in the hospital under a regimen of soothing local treatment, colloid baths and 
intermittent, cautious administration of solution of potassium arsenite. He has 
practically recovered now and has followed the course noted in two patients with 
similar cases recently in the hospital. The question arises as to whether this 
patient’s condition shall be classified as a benign type of pemphigus or as erythema 
bullosa. 
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Mycosts Funcorpes. Presented by Dr. Davip V. Omens for Dr. M. H. 
EBERT. 


A Jew, aged 39, has a disorder of five years’ duration which is somewhat 
pruritic. Examination showed that the body and extremities were involved in 
a generalized erythematous infiltration of the skin with formation of tumors about 
the buttocks and lower extremities. There were marked scaling and intense 
pruritus. The case was previously diagnosed as one of psoriasis and the patient 
treated for that condition. 

DISCUSSION 

Dr. CLARK W. Finnerup: Although some conditions presenting the clinical 
picture of mycosis fungoides later prove to be other disorders, I believe that this 
case, clinically classical, will finally prove to be an example of mycosis fungoides 
as it exists as an entity, and I personally believe that there is such an entity. 


Dr. Ottver S. Ormssy: If one classifies all diseases histologically, much 
confusion will arise. I think that when there is a symptom complex that has 
stood the test of time as long as this one has, in which the lesions run true to 
form in the various stages and which can be recognized by physicians of experi- 
ence, one has a perfect right to continue that diagnosis. I think that to avoid 
confusion it is better to adhere to the clinical picture for the placement of these 
diseases rather than to put all sorts of disorders that are entirely different clinically 
under the same diagnosis because they have a histologic resemblance. There is 
at present great confusion on account of the varied histologic findings in mycosis 
fungoides, while its clinical picture is usually unquestioned. To illustrate this point 
further, recall the various different clinical entities that would have to be labeled 
“sarcoid,” if a histologic structure of sarcoid guided the nosologic placement. 
And also note the several varied clinical conditions showing the histologic 
structure of Bowen’s disease. 


Dr. WitiiaM A. Pusey: I wish to second what Dr. Ormsby has said. The 
clinical picture of mycosis fungoides is perfectly definite, and one can tell what 
will happen to the patient. One must adhere to such conceptions. The giving 
of new names for every varying picture invites the utmost confusion. 
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EpiITHELiomatosis Cutis, Linear Distripution. Presented by Dr. Georce M. 
MacKer. 


C. H., a lawyer, aged 34, presented an eruption of eighteen years’ duration, 
located on the back, left flank and left side of the chest. The eruption was zos- 
teriform in distribution, extending from the dorsal spine to the chest, on the 
left side only. The lesions consisted of sharply outlined, dull red patches, varying 
in size from that of a split pea to that of a palm. A few had a delicate rolled 
edge; some were slightly scaly; a few had pearly nodules, and there were also a 
few discrete pearly nodules. The condition had been variously diagnosed as linear 
nevus, psoriasis and lupus vulgaris. 


DISCUSSION 


Dr. W. J. HicgHMan: The points of outstanding clinical interest are, first, the 
curious distribution, and, second, the superficiality of the lesions, both of which 
were indicated by the presenter. On minute clinical examination the condition 
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seems likely to be an epithelioma; if so, it is likely to be either the Jadassohn 
type of intra-epithelial epithelioma or precancerous dermatosis of Bowen. If the 
group of lesions is studied individually, it looks much like a superficial syphiloderm. 
It was mentioned in Bowen's original description that this serpiginous arrange- 
ment is characteristic of the condition he was describing, as is illustrated on this 
patient’s back. The individual lesions are simply papules, one or two of which 
suggest the papules of lichen planus, which diagnosis, of course, is to be excluded. 
Histologic study will probably indicate that this is an example of the condition 
that Bowen had in mind when he described the dermatosis named for him. 

Dr. Howarp Fox: I consider this condition a multiple superficial basal cell 
epithelioma. As the presenter stated, the unilateral location and the early age at 
which the lesions began are features of interest. Some of the lesions had an 
elevated pearly border, which would make the condition seem a superficial basal 
cell epithelioma rather than Bowen’s disease. 

Dr. E. F. Traus: Is there any explanation for the unilateral distribution in 
this case? 

Dr. J. F. Fraser: This may be a case of Bowen’s disease. As a diagnosis 
of Bowen’s dermatosis cannot be made from the clinical appearances, the final 
diagnosis must depend on the microscopic observations. 

Dr. Brinrorp THRONE: In Bowen's disease one of the symptoms stressed more 
than anything else is the lack of induration in or around the border, and the 
presence of such an induration is positive proof that the condition.is not Bowen’s 
cancer. 

Dr. W. J. HicgoMan: Some of the lesions were superficial and others were 
deeply infiltrated, and, as Bowen and Darier reported in their greater series, some 
of the lesions ulcerated and some did not. The point that has developed as 
experience accumulated here and there in the world is that the lesion is not a 
precancerous dermatosis but an epithelioma. 

Dr. GeorGE M. MacKeEE: Two points of clinical interest are the age at 
which the eruption first appeared and the arrangement of the lesions. There are 
a number of diseases that may assume a zosteriform or linear distribution— 
psoriasis, lichen planus, etc.—but this is the first time I have heard of epitheliomato- 
sis cutis assuming a unilateral, linear and zosteriform arrangement of the lesions. 
There has been considerable confusion concerning Bowen’s disease and epithelio- 
matosis cutis. It is impossible to make a clinical distinction in all cases, but in 
this case it is possible, for there are pearly nodules and a rolled edge that are not 
seen in Bowen’s disease. Histologically, Bowen's disease is an intra-epidermal 
cancer from the beginning of the process. I think that microscopic examination 
will show this case to be one of basal cell epithelioma and not of Bowen’s disease. 


NEURODERMATITIS. Presented by Dr. Grorce M. MacKee. 


J. R., a salesman, aged 45, presented an eruption of a year’s duration. The 
lesions were distributed over the flexor surface of the forearms, the cubital fossae 
and the buttocks. The eruption began immediately after the breaking of a bottle 
of oil of eucalyptus in his hip pocket, and had been characterized by partial remis- 
sions and frequent severe exacerbations. During the periods of remission the 
eruption consisted of dull erythema, slight edema and marked lichenification ; 
during exacerbations there were intense itching and considerable inflammation 
with exudation. 

The blood count and the results of chemical examination of the blood and of 
urinalysis were normal. Cutaneous tests for eucalyptus, hydrous wool fat, silk, 
the patient’s intestinal bacteria and other substances were negative. A comprehen- 
sive series of cutaneous tests was not made.—The stool shcwed carbohydrate 
fermentation, Streptococcus haemolyticus and Streptococcus viridans. Under the 
microscope the tissue showed neurodermatitis. 
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The treatment had consisted of hospitalization, wet dressings, the use of 
various lotions and ointments, roentgen and ultraviolet irradiation injections of 
whole blood, afenil, an exclusion diet, sedatives and many other remedies, none 
of which produced relief. 

There was no history of allergy in the family. 


DISCUSSION 


Dr. Howarp Fox: I agree with the diagnosis and would suggest the use of 
a strong chrysarobin ointment, covered with an impermeable substance, such as 
oiled silk. 

Dr. E. F. Traus: Dr. Becker of the University of Chicago has done con- 
siderable research in this type of cases, and has suggested that a basal metabolism 
test be made, as the rate is usually low. Many of these patients can be cured only 
by a complete change of environment and marked restriction in activity. 

Dr. GEORGE M. MacKeEeE: To answer Dr. Highman: I think that in this case 
the finding of streptococci in the stool is probably of no significance. To answer 
Dr. Traub: I believe that the neurogenic factor is very important. Perhaps the 
best chance for the patient to recover is a complete change of environment, with 
interest, occupation, contentment, etc. 


Lupus EryTHEMATOSUS INVOLVING THE MoutH. Presented by Dr. Howarp Fox 


C. M., aged 24, a machinist of American birth, was first seen six years prior 
to presentation. At that time he had three lesions of lupus erythematosus on 
the right cheek, which had appeared seven months earlier. They were treated 
successfully by electrodesiccation. A year later new lesions of small size appeared 
which vanished under treatment with gold and sodium thiosulphate. The disease 
again appeared in mild form two years prior to presentation and was successfully 
treated by means of a gold preparation. Shortly after this new patches of small 
size appeared on the left cheek, the lower lip and the mucous membranes of the 
mouth. The patient had received no treatment for these lesions. 

As presented, the patient exhibited three small lesions of rather superficial 
though fixed type on the left cheek. On the vermilion border of the lower lip, 
occupying about two thirds of its surface, was a dull reddish, sharply defined 
solid area, which was dry and covered with adherent fine scales. On the mucous 
membrane of the right cheek, opposite the lower second molar, was an area the 
size of a dime, roughly triangular, with a sharply defined margin. The surface 
appeared to be somewhat elevated above the surrounding mucosa and was rough 
to the touch. It was grayish and consisted of numerous closely aggregated dots 
the size of a pinpoint. There were also several deep, bright reddish, irregular 
lines coursing through the lesion. The entire patch was dry and showed no 
ulceration, though at first glance it suggested the appearance of an ulcer. On the 
left cheek, extending from the last lower molar to within half an inch of the 
commissure, was an oval area with a narrow prolongation which was similar in 
appearance to the lesion on the opposite cheek. The patient appeared to be in good 
general health. 

DISCUSSION 

Dr. H. H. Wuirenouse: How long has the ulceration existed on the buccal 
mucosa adjacent to the right rear molars? 

Dr. Howarp Fox: The ulceration has been present for three years. 


Dr. H. H. Wuirenouse: I think that there is a good prospect of a malignant 
focus developing on the lupus erythematosus base on the buccal mucosa. I should 
attack the lesions in the mouth first. 

Dr. Howarp Fox: Have any of the members of this society had any experi- 
ence with gold preparations in the treatment of lesions of lupus erythematosus in 
the mouth? If so, have they responded to treatment as well as the cutaneous 
lesions ? 
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Dr. Brnrorp THRONE: Many years ago I had a patient with typical discoid 
lupus erythematosus of the face. The condition cleared up when treated with 
carbon dioxide snow, and the patient was free from lesions for eight or ten years. 
He returned a year ago with marked involvement of the lips, which responded to 
gold therapy. ‘ 

Dr. F. C. Compes: I have treated two patients with lesions in the mouth 
and in neither did the condition clear up with gold therapy alone. However, the 
application of chromic acid locally in both cases resulted in a complete resolution 
of the lesions. I think that a combination of gold therapy and local treatment for 
lesions in the mouth is superior to either form of treatment alone. 

Dr. GEoRGE M. MacKee: I agree with Dr. Fox’s diagnosis, but I should 
doubt the accuracy of the diagnosis of lupus erythematosus if the lesions were only 
in the mouth because of the inflammation and very slight evidence of leukoplakia 
and the absence of annular or papular lesions which is suggestive of lichen planus. 
These three diseases and a fungus infection have to be differentiated. 


A Case FoR Dracnosts (Nevus LINEARIS OR Psorrasts?). Presented by 
Dr. Howarp Fox. 


A. F., a Jewish salesman, aged 30, first noticed an eruption on the neck about 
eleven months previous to presentation, and about three or four weeks later the 
eruption appeared on the hand and chest. There had been no change during the 
six months prior to presentation. The patient stated that all the lesions had been 
treated six times with roentgen rays, one patch on the back having disappeared 
completely, while there was no effect on the others, except that the redness had 
disappeared. As presented, the patient showed a bandlike area from 4% to % inch 
(0.64 to 1.27 cm.) wide on the right side of the neck, and similar lesions on 
the dorsal and lateral aspects of the first and second fingers of the right hand and 
on a part of the dorsum of the hand. There was also a lesion on the right side of 
the chest the size of a silver dollar. These patches consisted of flesh-colored 
papules the size of a pinhead, closely crowded and showing a tendency to linear 
distribution (on the neck and fingers). The lesions on the hand were slightly 
warty, some containing horny plugs. The report of a histologic examination 
by Dr. Riordan of a lesion excised from the chest follows. 

“Low Power: The epidermis is slightly thickened and covered by a scale. 
The pegs tend to clubbing and in one or two places fusion is noted. The corium 
is edematous. A striking feature of the corium is noted in the region of the 
subpapillary plexus of the blood vessels. Here there is a well circumscribed 
round or oval infiltration. A similar perivascular infiltration is noted in the 
capillary blood vessels of the papillae. A scant diffuse infiltration occupies the 
papillary region. Several hair follicles and glands occupy the deeper corium. 
These are surrounded by a slight infiltration. 

“High power: The epidermis shows one or two islands of parakeratotic scale, 
a slightly thickened granular layer, a few wandering cells in the rete. Some of 
the papillae rise quite high and at one place the subpapillary rete consists of only 
two or three layers of cells. The corium is rather edematous. The papillary 
infiltration consists of round celis and few fibroblasts. Erythrocytes are abundant 
in the papillae. The infiltration in the region of the subpapillary plexus (circum- 
scribed areas) consists of round cells and one or two young connective tissue cells. 
The blood vessels and the lymph spaces are dilated. The periglandular and 
perifollicular infiltration is the same as above. 

“The rete findings and the inflammatory changes in the corium fit the picture 
of psoriasis better than any other inflammatory process. The blood vessel changes 
are striking but do not change the above opinion. The biopsy is useful in definitely 
ruling out Darier’s disease. Diagnosis: chronic inflammation, possibly psoriasis.” 


DISCUSSION 


Dr. Joun E. Lane: My impression is that the condition is a nodular neuro- 
dermatitis, possibly lichen planus. 
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Dr. Frep Wise: In my opinion the condition is a nevus tardus. 

Dr. GeorGeE M. MacKee: Not infrequently cases are seen in which it 
impossible to differentiate between nevus tardus and linear lichen planus; some- 
times biopsy helps, and at other times it does not. The case presented looks lik¢ 
one of linear lichen planus or linear verrucous psoriasis, but the condition may 
be a nevus. 

Dr. H. H. Wuitenouse: I am inclined to regard the condition as hyper- 
trophic lichen planus, raised and infiltrated, rather than as psoriasis; the lesions 
on the fingers seem more typical of hypertrophic lichen planus than does the 
patch on the neck. I suggest a therapeutic differential test to determine whether 
the condition is lichen planus or psoriasis. The old treatment recommended by 
Unna—from 2 to 10 grains or more (0.13 to 0.65 Gm.) of corrosive mercurous 
chloride and 20 grains (1.3 Gm.) of phenol in 1 ounce (31.1 Gm.) of Hebra’s 
diachylon ointment—will clear up the condition if it is lichen planus. 

Dr. W. J. HiGHMAN: Most of the- papules seem to be inflamed. I have 
listened with great interest to Dr. Wise’s suggestion of the relation of retarded 
nevus to other conditions. At the lower extremity of this group of lesions on 
the man’s neck many of the papules are not inflamed. They are pure, pearly 
white—not like those of lichen planus or of psoriasis. Microscopic examination 
would reveal their nature. I think that one may have juvenile warts that have 
become inflamed by treatment or friction, the inflammation being superimposed 
and incidental. I should like to see a lesion from the lowermost group on the 
neck excised and examined. 

Dr. F. C. Comses: I think that the diagnosis lies between lichen planus and 
nevus tardus, as Dr. Wise suggested. I have never seen a neurodermite on the 
tips of the fingers, as the eruption appears in this case; neither have I seen a 
distribution similar to this in flat juvenile warts. Roentgen irradiation might 
be of assistance as a therapeutic test to differentiate nevus tardus and lichen planus. 
The latter should show some evidence of resolution, while the former would be 
unaffected. 

Dr. BINFORD THRONE: Was there any history of traumatism preceding this 
condition? 

Dr. Howarp Fox: No. 

Dr. J. FRANK FRASER: I agree with Dr. Wise. I have examined cases of 
linear nevus in which the condition was not more characteristic than this one. 
The histologic picture does not conform in all respects with that of psoriasis. 
For one thing, there is an increase in the granular layer; in psoriasis there should 
be a decrease or absence of this layer. 

Dr. Howarp Fox: I do not feel ashamed of having presented this case for 
diagnosis, as so many divergent opinions have been expressed. Five different 
diagnoses have been suggested. Professor Alexander Fraser, who looked over 
the histologic sections, thought nevus could be excluded, not on account of the 
absence of nevus cells but on account of the distinct inflammatory reaction. In 
favor of nevus are the unilateral distribution and the fact that similar conditions 
do not respond to roentgen therapy as do many inflammatory diseases of the skin. 
Against the diagnosis of flat warts modified by irritating applications is the fact 
that no irritants had been applied to the skin; it had not been treated. It is easy 
to suggest that several more specimens be obtained for biopsy, but it is difficult 
to secure them. 


A CASE For D1aGNosis (HEMANGIOMA?). Presented by Dr. E. F. TRaus. 


J. A., 3 years of age, born in this country, presented a lesion on the right 
cheek of six months’ duration. The child was first seen the week prior to 
presentation, at which time a comparatively firm, elevated nodule was present, 
having no apparent vascularity and being only slightly darker than the surround- 
ing skin. Because of the comparative firmness of the lesion, the elevation and 
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the lack of vascularity, the diagnosis of fibroma or basal cell epithelioma was 
considered. As shown, the lesion no longer had a waxy color but instead was 
purplish red and had the appearance of an angioma. The parents stated that the 
lesion changed in color and appearance from time to time. 














DISCUSSION 













Dr. Howarp Fox: I think the lesion is unquestionably hemangioma. It is 
precisely similar to the senile type. 

Dr. E. F. Traus: As another baby had recently been seen with a lesion 
somewhat similar in appearance which was proved by section to be a basal cell 
epithelioma, the question arose in this case whether or not biopsy should be 
performed in order definitely to establish the diagnosis or whether treatment by 
radium or other methods should be instituted on the assumption that the lesion is 
a simple angioma. 

Dr. Howarp Fox: I think it would be unnecessary to treat this lesion with 
radium. Touching it with the electric cautery would cause it to disappear quickly. 

Dr. Joun E. LANE: I have seen one or two such lesions develop, and think 
that this one is probably due to some slight injury of the skin affecting a blood 
vessel. I think it could be destroyed so that the scar would be practically invisible 
by touching it with the cautery or by coagulating it by bringing the cautery point 
close to it without actual contact. 



















MacuLo-ANESTHETIC LEPROSY. Presented by Dr. Howarp Fox. 











L. V., a boy, aged 11 years, a native of Porto Rico, had suffered from an 
eruption for two years. He had been in the United States for a few months, 
three years prior to presentation, and had been in New York for the three months 
preceding presentation. When the eruption appeared, a blood test was made, and 
the mother was told that the child had “bad blood.” He was given eight intra- 
venous injections, after which the eruption disappeared. It recurred about nine 
months later and he was then given six intramuscular injections, after which the 
eruption partly disappeared. It had gradually been increasing in extent during 
the past few months. The Wassermann test, made six months before presentation, 
was said to have been strongly positive. The patient’s mother gave a positive 
Wassermann reaction and had been treated for syphilis. The father had died of 
“colic” several years prior to the patient’s presentation. 

The eruption was limited to the lower extremities, the greatest amount being 
on the anterior aspects of the legs, from the knees to the ankles. There were two 
types of eruption, including serpiginous plaques with clear centers and solid, scaly 
patches. The serpiginous lesions had dull reddish borders, from % to ¥% inch 
(0.64 to 0.8 cm.) wide, the central portions being practically clear and showing 
no anesthesia to the prick of a pin. The borders showed a barely perceptible 
infiltration. The scaly patches were more thickened and were dry, non-itchy and 
fairly well defined. They also showed no anesthesia. There was no enlargement 
of the ulnar, preauricular or peroneal nerves. There was no thickening of the 
eyebrows. Neither biopsy nor basal smear had yet been made. There were no 
stigmas of congenital syphilis in the eyes, bones, teeth, etc. 



















DISCUSSION 


Dr. Georce M. MacKee: This condition is difficult to diagnose. The 
patient and his mother may have syphilis, or the positive Wassermann reaction 
may possibly be caused by leprosy. The eruption looks much more like the 
lesions of leprosy than like those of syphilis. In spite of the positive Wassermann 
reaction, I think the boy has leprosy. However, such a diagnosis is too serious 
to make on an observation of a few moments. This case is one that requires 
careful study. 









536 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Dr. H. H. Wuitenouse: I cannot subscribe to the diagnosis of leprosy. 
Syphilis simulates leprosy and almost every other disease of the skin. This 
boy’s mother has a positive Wassermann reaction. There are no anesthetic areas 
and no other signs to suggest leprosy; no examination has been made for the 
Hansen bacillus. At one time I had five cases of leprosy and in two of them the 
Wassermann test was positive; it was then thought that leprosy occasionally 
provokes a positive Wassermann test, which does not mean that the patient had 
syphilis. I am inclined to think that this case, however, is one of syphilis. 

Dr. F. C. Compes: I think that there is no doubt that this patient has 
syphilis; the mother has syphilis, and both she and the child have been treated 
for syphilis in Porto Rico. However, I have never seen such lesions as this 
child presents in any case of syphilis. It is difficult to make a diagnosis of leprosy 
in this patient from a clinical standpoint. Leprosy may simulate any number of 
diseases. In the final analysis, a definite diagnosis rests on the demonstration of 
the bacillus. The lesions on the legs look more like those of leprosy than like 
those of any other disease with which I am familiar. I understand that the Kahn 
test does not give a positive reaction in leprosy, but I do not know that this is so. 

Dr. BInFoRD THRONE: My understanding of the Wassermann test in leprosy 
is that it is more likely to be positive in the nodular than in the macular type. 
This child has a 4 plus Wassermann reaction, and I am inclined to agree with 
Dr. MacKee that the case is one of macular leprosy. 

Dr. JEROME KiNnGsBuRY: I see no evidence of syphilis whatever, and I 
think the lesions on the legs are characteristic of macular leprosy. I could not 
make a diagnosis after observing the patient in such a cursory manner, but I 
feel that other macular lesions will occur and other symptoms develop later that 
will confirm that diagnosis. 

Dr. Joun E. LANE: I agree with Dr. Kingsbury. The condition does not 
look like syphilis, and it does look like leprosy. Cutaneous eruptions in patients 
with congenital syphilis of the age of this patient are very rare. Kolmer’s 
studies have shown that about 6 per cent of lepers give positive Wassermann 
reactions with the old technic; when the leper has a positive reaction to the 
Kolmer and Kahn tests he is syphilitic also. 

Dr. H. J. Scuwartz: I agree with the probable diagnosis of leprosy as 
against that of syphilis. It is claimed that by Kolmer’s technic a negative 
Wassermann reaction is obtained in nodular leprosy. 

Dr. Frep Wise: I think the condition is leprosy. 

Dr. Howarp Fox: When I first saw this patient I thought the eruption was 
a classic example of maculo-anesthetic leprosy. The serpiginous areas with 
narrow, dull red, flat borders, as well as the scaly plaques, were similar to those 
I had seen in many cases of this type of the disease. I was surprised, however, 
to find that there was no change whatever in sensation, as I had never seen 
lesions of this kind the centers of which did not show some degree of anesthesia. 
There was also no apparent enlargement of the ulnar or other nerves. This, 
however, was not considered important. The positive Wassermann test was not 
typical, as the reaction is usually negative in anesthetic cases. The reaction in this 
case probably indicated only that the patient had congenital syphilis. It is well 
known that the ordinary Wassermann test is positive in a certain proportion of cases 
of nodular type, whereas the Kahn test is usually negative in such cases. The 
eruption was certainly not like that of any form of congenital syphilis with which 
I am familiar. Biopsy was postponed until the patient could be presented. 


Lupus ERYTHEMATOSUS BULLosus. Presented by Dr. BINFoRD THRONE. 


Mrs. R. L., aged 42, applied to the Skin and Cancer Hospital on Jan. 13, 
1932, for treatment of a condition that she stated had begun in July, 1931. The 
condition had begun on the abdomen, and when the patient was first seen there 
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were irregular rounded lesions on the anterior surface of the trunk and on the 
back, especially on the upper part of the shoulders and in the interscapular region. 
The lesions seemed to have begun as vesicles and bullae, which had ruptured and 
left in some places very slightly infiltrated plaques which were crusted or covered 
with a thin hyperkeratotic scale. Some of the lesions resembled seborrheic 
keratoses. In the mouth, on the buccal mucous membrane, were the remains 
of two lesions. The face and scalp were free from lesions. The patient stated 
that bruising seemed to have some effect in causing the eruption to appear. 

The Wassermann test of the blood was negative. Chemical examination of 
the blood showed: chlorides, 454.3 mg.; sugar, 126 mg.; urea nitrogen, 13.1 mg., 
and uric acid, 1.93 mg. per hundred cubic centimeters. Section of a new lesion 
removed from the back showed a very irregular epidermis with some scaling and 
an attempt at formation of blood vessels. The vessels were dilated but not 
engorged. There was moderate edema of the upper corium. The round cell 
infiltration was scattered through the upper third of the corium and consisted of 
lymphocytes, and there seemed to be new blood vessels and chromatophores. 
Nikolski’s sign was not present. 

DISCUSSION 

Dr. P. E. Becuet: The lesions are moist and clearly rounded, evidently bullae 
from which the tops have been rubbed off; some are crusted. They are discrete 
with little tendency to grouping. It is my opinion that the patient is suffering from 
pemphigus and not from lupus erythematosus. 

Dr. W. J. HicumMan: I agree with Dr. Bechet. 


Dr. F. C. Comses: I also agree with Dr. Bechet. ! 
Dr. JEROME Kincssury: I think the condition will probably prove to be 
pemphigus. 


Dr. FreD Wise: I believe the eruption is pemphigus, as there are no evidences 
of lupus erythematosus. 

Dr. Howarp Fox: I agree with Dr. Highman, Dr. Wise and Dr. Bechet, 
though there are two points against a diagnosis of pemphigus: The patient has 
lost no weight and there are no lesions in the mouth. 

Dr. W. J. HicHMAN: Persons with pemphigus do not go into a decline and 
lose weight with the first bulla. They may stay well for some time before the 
disease indicates its gravity. 

Dr. Howarp Fox: I have seen marked loss of weight in the early stages 
of the disease, before one could ascribe such loss to difficulty in eating due to 
soreness of the mouth. 

Dr. P. E. Becuer: I do not think that the loss of weight has any important 
bearing on the diagnosis of pemphigus. I have not infrequently seen fatal cases 
of pemphigus in which the patients did not lose any appreciable weight until a few 
months before death. Pemphigus ordinarily is chronic and the patient’s nutrition 
is good until near the end. 

Dr. GeorceE M. MacKee: Both Dr. Fox and Dr. Highman are correct; 
there may or may not be loss of weight from the beginning. I cannot see 
anything clinically or histologically that suggests lupus erythematosus in this case, 
and my tentative diagnosis is pemphigus. 

Dr. H. H. Wuitenovuse: I think the condition is pemphigus and that Dr. 
MacKee is right about the loss of weight. I have seen a perfectly healthy looking 
person die of pemphigus in three months, her physician making a diagnosis of 
chickenpox as the rash looked so simple at first; other patients remain in good 
somatic health for a long time with pemphigus. I see no evidence of lupus 
erythematosus, and agree that the case is one of pemphigus at the present time. 

Dr. Brnrorp THRONE: I wish only to reply to Dr. Bechet concerning the 
localization of the eruption. In Gilman’s article, case 3 corresponds very closely 
to this one in this respect: The eruption began on the abdomen and spread to 
the chest and back, and only after a long time did lesions appear on the face. 
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PARAPSORIASIS LICHENOIDES. Presented by Dr. Howarp Fox. 


Miss M. S., a stenographer, aged 28, presented a generalized eruption of the 
trunk and extremities of two years’ duration. She had previously been presented 
by Dr. Traub (Arcu. Dermat. & Sypu. 22:765 [Oct.] 1930). She had been 
given four intravenous injections of neoarsphenamine without benefit. The 
Wassermann test was negative on several occasions, as was also the Kahn test 
Examination of the blood showed moderate diminution of the red blood cells and 
hemoglobin with a normal color index. The total leukocyte and the differential 
counts were normal, and there were no abnormal cells. The patient presented 
a condition of the right eye on which Dr. Kirby reported as follows: “The 
condition is that of endophthalmitis affecting the entire uveal tract. The vision 
is practically nil and the prognosis is very bad. The vision in the left eye is 
20/70 and there is an incidental optical rotary nystagmus. The interior of the 
eye showed a healed choroiditis with retinal disturbances. At the present time 
the eye condition can be explained on a basis of either syphilis or tuberculosis.” 

These additions to the original report were furnished by Dr. Eugene F. Traub. 


Acute DIssEMINATE Lupus ERYTHEMATOSUS FOLLOWING SUNBURN. Presented 
by Dr. Paut E. BEcHeET. 


J. M., aged 47, stated that in September, 1931, he had suffered from unusually 
severe sunburn; the face and forearms were a mass of bullae; he had a rise of 
temperature, and was confined to his room for almost a week. Immediately 
thereafter there appeared on his face large violaceous-red, sharply outlined plaques 
in the typical “butterfly” area. On the forearms and back of the fingers were 
large bluish-red spots and bullae. The patient was positive that the eruption 
had been constantly present for six months, but it had at times seemed to improve. 
On inspection, there were on the face large, angry red, sharply outlined plaques 
with here and there prominent patulous follicular openings and slight scaling. 
The forearms and the backs of the fingers were entirely covered with a large 
patch at the periphery of which were a number of bullae. The patient had 
received six injections of 25 mg. of a gold preparation at another clinic, with 
some benefit. 

DISCUSSION 

Dr. E. F. Traus: The patient has an acute erythematobullous eruption 
on the forearms and hands which apparently has no connection with his oid 
eruption. The new eruption seems to be typical erythema multiform bullosum. 
He stated that he had a new eruption on his hands and forearms of only three 
days’ duration. These lesions were bullous and erythematous in character. 


Dr. P. E. Becuet: I should not entertain the diagnosis of bullous erythema 
multiforme. The symptoms clearly eliminate that diagnosis. The patient definitely 
told me that while he had had some remissions at times, the eruption had never 
entirely disappeared on the forearms. The large plaques on the face had shown 
no change in six months. The plaques on the face are in the typical “butterfly” 
area, are very large (from 4 to 6 mm. in diameter) and show the enlarged patulous 
follicles and scaling of typical lupus erythematosus. The lesions on the forearms 
consist of a single large plaque, covering most of the extensor surface; there are 
bullae at the periphery, but this is not inconsistent with the diagnosis of disseminate 
lupus erythematosus, as in that location the differential diagnosis from erythema 
multiforme is occasionally difficult. 


A Case For DiaGnosis (SARCOMA?). Presented by Dr. E. F. Travus. 


P. S., a Jew born in Russia, aged 61, presented an infiltrated plaque 2 inches 
(5 cm.) in diameter, irregular in outline and purplish, extending over the lower 
portion of the right tibia. The lesion appeared shortly after the patient had been 
struck on this site by a piece of lumber about six years prior to presentation. 
There was no associated pain, and the lesion had not changed much in appearance 
since its onset. The patient had also a large ulceration in the right groin with 
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a discharging fistulous tract, which followed an epididymectomy. A diagnosis 
of bilateral pulmonary tuberculosis and tuberculosis of the epididymis was made 
at Mount Sinai Hospital. A biopsy specimen taken from the lesion on the lower 
leg showed a thin atrophic epidermis and an increased number of blood vessels ; 
the area was not surrounded by any cellular exudate, and there were moderate 
edema in the corium and some pigment. No diagnosis was made, but the slide 
showed no evidence of sarcoma. 
DISCUSSION 

Dre. W. J. H1icuman: I saw the slide of the biopsy specimen, which shows 
very little considering how conspicuous the lesion is. All I could see was dense 
connective tissue and dilated vessels, almost like those seen in scleroderma just 
before atrophy. I was wondering if in some way this patient had sustained an 
injury to the connective tissue and a local condition somewhat similar to 
scleroderma had developed. If one examines the lesion clinically, it is slightly 
hidebound, but not scleroderma; there are nodules in the plaque. Often in 
histologic study the lesion that happens to have been selected may be misleading, 
and another might give a different picture. 

Dr. GeorGE M. MacKee: Clinically the lesion looked like a pigmented 
sarcoma, but the results of the histologic examination rule out that diagnosis. 
Secause the clinical condition so strongly suggests a neoplasm of some kind, 
another histologic examination should be made. 

Dr. J. F. Fraser: The histologic picture does not exclude the diagnosis 
of Kaposi’s sarcoma. The earliest changes in so-called Kaposi’s sarcoma are 
found in the vascular endothelium. 





Presented by 





EXTENSIVE INFECTION WITH MOLD AND YEASTLIKE ORGANISMS. 
Dr. Howarp Fox. 


H. N., a Jewish tailor, aged 60, had suffered from an eruption for two years 
prior to presentation. It was widely disseminated and of different types. It 
involved one palm, the finger webs, most of the finger-nails, all of the toe webs 
and some of the toe-nails, the soles, the groins and the axillae. The finger webs 
showed a marked example of erosio interdigitalis blastomycetica. There was 
maceration in the toe webs, and there were diffuse scaly areas in other of the 
regions mentioned. The finger-nails and toe-nails showed marked dystrophic 
changes. In the finger webs and groins, yeastlike fungi were found microscopically. 
They showed long thin, very irregular septate and branched filaments, which in 
some places formed a dense network. There were numerous small round and 
ovoid bodies, mostly in groups along and between the filaments, some of which 
showed budding. In the axillae and on the palms, soles, toe webs and finger- 
nails and toe-nails, filamentous fungi (molds) were found. They showed long 
thick septate and branched, slightly curved mycelia and sporulated filaments in 
the form of chains. The trichophyton test was positive. 


DISCUSSION 

Dr. P. E. Becuet: This case presents the most extensive generalized fungus 
infection that I have ever seen. The erosio-interdigitalis seems to affect the webs 
of all the fingers. This condition is as unusual in males as it is common in 
females. 

Dr. Howarp Fox: I thought it was interesting to see such a marked example 
of erosio interdigitalis in a man, and also to note that fungi had been demonstrated 
on so many different parts of the body. 





E. F. TRavus. 


Dr. E. F. Traub reported the result of the Pels test in the case of a man 
previously presented with lesions in the mouth and on the upper lip. The patient 
had had definite Vincent's infection of the tonsils, and in addition had the recurrent 


REPORT ON A CASE PREVIOUSLY PRESENTED. By Dr. 































540 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


superficial ulcerations in the mouth and the questionable bullous lesions on the 
upper lip. Syphilis and tuberculosis, which had first been seriously considered 
in the case when only one lesion was present, had been definitely ruled out. If 
a case of pemphigus, it was very early, and Dr. Pels suggested that he be sent 
another sample of blood if the case did not run a typical course. The present 
Pels test was positive for pemphigus. 


REPORT ON A CASE PREVIOUSLY PRESENTED. By Dr. E. F. TRavs. 


Dr. E. F. Traub also reported on the case of a girl shown before this society 
in December, 1931, who presented several large ulcerations on the outer, lower 
aspect of the right leg. Dr. MacKee was of the opinion that the probable diag- 
nosis was ecthyma. Two biopsies were done and the slides were presented, but 
no final diagnosis had been made. Inoculation of guinea-pigs gave no result. 
Tuberculin tests were negative, as were also smears and cultures taken from 
the ulcers. Since the patient’s hospitalization, the ulcers had increased in size 
rather than diminished, until small doses of neoarsphenamine were administered. 
Following this treatment, there was marked healing of the lesions, the smaller of 
which had almost entirely disappeared. 

DISCUSSION 

Dr. W. J. Hicghman: I saw one of the slides and could not get a clear 
idea of the relation of the giant cells to the rest of the infiltration. The condition 
did not suggest tuberculosis. It looked like chronic inflammation — neither true 
tuberculosis nor syphilis—and was difficult to interpret on casual examination. 


It might be erythema induratum. I should like to examine the slides more 
carefully. 


REPORT ON A CASE PREVIOUSLY PRESENTED. Dr. F. C. COmMBEs. 


Dr. F. C. Combes reported on a case of érythéme papulocirciné migrateur 
shown at the December meeting. A biopsy had been done. Dr. Alexander Fraser 
of the University and Bellevue Clinic had examined the slide and made a diag- 
nosis of persistent erythema. The condition somewhat suggested granuloma 
annulare. <A tuberculin test was negative. Roentgen examination of the chest 
showed the lungs to be normal, but there was some evidence of enlargement of 
the thymus gland. Physical éxamination otherwise revealed nothing abnormal. 


REPORT ON A CASE PREVIOUSLY PRESENTED FOR DIAGNOSIS: PEMPHIGUS. 
By Dr. Howarp Fox. 


S. H., 38 years old, a musician, was presented before this society in May, 
1930 (ArcH. Dermat. & Syren. 22:1126 [Dec.] 1930). At that time I was 
unwilling to make a positive diagnosis. The Pels-Macht test was negative, and 
the patient was in good general health. Subsequently, I understood that he became 
much worse and was in a hospital for some months, but finally recovered com- 
pleteiy. Hus present good health is shown by the fact that he is now conducting 
a large orchestra. 

Perhaps some of the members of this society saw a striking example of recovery 
from pemphigus at a meeting in Baltimore a few years ago. This patient had 
formerly been seen by several of us at the Skin and Cancer Hospital and was 
considered to present an undoubted and severe case of pemphigus. Dr. Hemmeter 
treated the patient by colon irrigations and by vaccines from his intestinal organ- 
isms with complete success; the patient has been in perfect health for years. 


REPpoRT ON A CASE PREVIOUSLY PRESENTED. By Dr. J. E. LANE. 


Dr. John E. Lane reported that J. A., shown at the meeting of Nov. 24, 1931, 
for diagnosis, had proved to be suffering from universal lichen planus. The 
diagnosis had been made microscopically by Dr. Fraser. 
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TREATMENT WITH 





Sycosis VULGARIS IN A SYPHILITIC PATIENT RECEIVING 
3RILLIANT GREEN. Presented by Dr. S. M. PEck. 









A white man, aged 25, a plumber, before therapy was begun had presented 
the classic appearance of sycosis vulgaris of the bearded area of the face. He 
had complete epilation of the bearded area from previous roentgen therapy. Pus- 
tules covered the major part of this area, with a great deal of erythema and 
scattered inflammatory areas that extended to the subcutis. On pressure, these 
would exude pus at various points. The skin showed evident roentgen changes, 
with telangiectases and erythema, but only a slight amount of atrophy. At the 
time of presentation he still had a 4 plus Wassermann reaction. Various forms 
of ointment therapy had been tried previously. A 1 per cent brilliant green solu- 
tion in 70 per cent alcohol had been applied nightly for the past few weeks, until 
a few days prior to presentation. This had given the best results. Antisyphilitic 
therapy had had no effect on the course of the sycosis. 















DISCUSSION 

Dr. Max SCHEER: I think the result in this case is quite striking. I had 
a patient at the Mount Sinai Hospital with extensive sycosis vulgaris, not only 
on the face but on the extremities and trunk. In this patient Dr. Peck tried 
brilliant green on several areas with strikingly good results. 

Dr. IstporeE Rosen: I treated a few patients with sycosis vulgaris with 
brilliant green, with very good clinical results. They had had previous treat- 
ment of different kinds, including roentgen therapy, without benefit. I therefore 
felt that it was a procedure worth following up. 

Dr. Louts TuLtpan: I have also seen resuits with another dye, gentian 
violet (5 per cent alcoholic solution) in sycosis vulgaris. I think the results are 
practically the same. Most patients cannot stay at home to apply this for a 
certain length of time. In cases in which the focus of infection is in the nose, 
we apply gentian violet into the nostrils and on the face. It must be applied 
for from ten days to two weeks at least to obtain any results. 

Dr. Louris CuHarGcin: I should like to urge caution in accepting a final 
verdict as to brilliant green therapy in sycosis. So far, the results are fair, but 
I now only remind you that the enthusiasm following the use of antimony and 
potassium tartrate, arsphenamine, etc., in these cases has not been warranted 
and it may be similar with brilliant green. 

Dr. Davip BLtoom: I can report three cases of sycosis vulgaris in which 
treatment with brilliant green was given at the University and the Bellevue 
Hospital Medical College, with no beneficial results. In one patient we used a 
1 per cent solution, in another 5 per cent, and in still another 10 per cent. 
Besides, only patients who are in a desperate condition are willing to have their 
faces painted with brilliant green, which of course confines them to the house. 

Dr. EuGene Traus: I did not realize that this patient was presented to 
show the results of treatment. Not having seen the patient before tonight, I 
cannot judge what change has already taken place since he has come under 
Dr. Peck’s care, but his appearance tonight is typical of a chronic, long-standing 
case of sycosis vulgaris showing certain atrophic changes. This is far from a 
cured case, and it is my belief that the harder part of the job is still to be done. 
I should be glad to know what Dr. Peck proposes to do for the patient from 
now on. 
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Dr. MARION SULZBERGER: I must disagree with Dr. Traub if he says this 
is a case of sycosis in full blast. The patient has simply chronic inflammatory 
changes and very little of what we really know to be typical of the picture of 
sycosis vulgaris. It looks like a case in the process of healing. I have had 
some experience with the use of gentian violet in sycosis. In some cases it 
seemed. of distinct benefit and in others of no benefit whatever. In cases bene- 
fitted by it recurrences are very likely, one might say almost sure, to occur 
However, any method that brings results in such a short time is worthy of trial 
I shall try to persuade our patients to submit to this treatment; however, just 
as Dr. Traub has stated, this patient is not cured, and although many cases can 
be brought to this stage, few patients with really difficult cases can be perma- 
nently cured. 

Dr. CHARLES Wor: Were your patients treated by other methods before 
brilliant green was used? This patient received seven erythema doses of the 
roentgen rays. We decided that further roentgen therapy should not be given 
He also received neoarsphenamine intravenously, which helped for a time. Most 
striking improvement has taken place during the last ten days in the entire 
erythematous and pustular area painted with brilliant green. 

Dr. EuGENE TrRAuB: My point was apparently misunderstood. No pustular 
element is present this evening. The patient presents the typically dry, scaly 
and atrophic appearance of one who has had a great deal of roentgen therapy 
for sycosis. Although I realize that it is difficult to relieve a patient in the 
acute and active phase in which the pustular element is the marked feature, 
nevertheless I find it even more difficult to manage the patients after they reach 
the point arrived at in this case. I have in the dispensary a number of patients 
who have received many varieties of treatment from different sources, and find 
it difficult to bring the skin back to anything approaching a normal appearance 
The method presented tonight seems excellent to arrest the acute activity, but 
the previous discussers should be cautioned against using the term “cured.” 

Dr. SamMuEL Peck: The patient was given a | per cent solution of brilliant 
green and told to apply it nightly to the face and not to wash it off for ten days 
It is practically impossible to get the usual patient to apply this dye to the face 
This man was willing to go through with the therapy because he was desperate 
He is not presented as cured by any means, but as in the course of treatment 
Since the results were more encouraging than those of any other form of therapy 
that had been tried up to the present time, and since they were rather striking, 
he is presented so that this method may be applied to many of the patients 
who come to our clinic showing very poor response to whatever therapy has 
been used. 

I had intended to present another case tonight, showing an even more striking 
response to brilliant green therapy, one of sycosis vulgaris with extensive lesions 
on the face, arms and legs. The lesions on the arms and legs were treated, while 
the face was left untouched. The marked difference between the areas in which 
brilliant green had been applied and the face showed the beneficent effects of 
the treatment. 


EPIDERMOLYsSIS BuULLOsA. Presented by Dr. A. BENSON CANNON. 


A. O'N., a boy, aged 5 years, had been admitted to the Vanderbilt Clinic on 
Jan. 27, 1932, complaining of almost generalized itching. The illness had started 
three months previously, and had been characterized by itching and redness on 
the forearms and under the chin. The patient had had attacks recurring almost 
on the same day each week since that time. Two weeks prior to presentation 
a clear yellow blister had developed on the toe, and this had been followed by 
other blisters on the feet and the right elbow. 

On the inner surface of the right elbow was a large hemorrhagic bulla accom 
panied by pain or itching. On the buttocks were numerous excoriated areas 
The eruption consisted of several large bullae and numerous smaller ones that 
were flat-topped, slightly elevated and bluish, faintly resembling those in lichen 
planus. 
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DISCUSSION 
Dr. Howarp Fox: Was an attempt made to produce an artificial bulla by 
pinching the skin? 1 should also suggest that a culture be made for streptococci 
to exclude a possible impetigo. I think the presenter’s diagnosis is probably 
correct. 

Dr. MARION SULZBERGER: On examination, I failed to elicit the Nikolsky 
sign. I also asked the mother if bullae appeared when the child knocked himself 
or was bumped or pinched, and she said “no.” 

Dr. J. GARDNER Hopkins: There was no definite history of injury to the 
elbow, but since the bulla appeared after the boy had been given a bath, it might 
well have resulted from striking his elbow on the tub. 





HEMORRHAGIC SARCOMA OF Kaposi. Presented by Dr. SAMUEL FELDMAN. 





J. P., a man, aged 47, a street-cleaner, presented the following history: 
About one year prior to presentation he noticed a number of bluish-red, hard 
nodules in the groin and in the upper part of the thigh. There had been no 
pain or itching. 

On examination, the inguinal region and upper part of the thigh on both 
sides were seen to be covered with bluish-black masses apparently made up of 
coalescent nodules and plaques. At the periphery there were a number of small 
bluish-red nodules with smooth nonscaling surface. 

The patient had received about eighty roentgen treatments. 

Biopsy was performed on an early lesion at the periphery. Outside of marked 
fibrosis and an increase in blood vessels nothing of interest was revealed. It 
was considered that this paucity of pathologic change was perhaps the result of 
roentgen therapy. 

DISCUSSION 

Dr. HERMAN GOODMAN: The lesions I saw were papules, with deep pig- 
mentation. Each papule seemed distinct and infiltrated. The clinical diagnosis 
of melanoma appealed to me more than that of Kaposi’s sarcoma. The lesions 
of the lower extremities and of the toes usually found in Kaposi's sarcoma were 
absent in this patient. 

Dr. Frep Wise: I think that the diagnosis of melanosarcoma or melano- 
carcinoma is preferable in this case. I understand the histology does not con- 
form to that clinical diagnosis, and I, therefore, suggest that another microscopic 
specimen be investigated. 

Dr. Howarp Fox: I agree with the previous speakers in considering the 
diagnosis of Kaposi's sarcoma unlikely because of the absence of lesions on the 
hands and feet. The course is also rather rapid for this disease. As a rule, in 
Kaposi's sarcoma the lesions appear first on the hands and feet and extend 
upward on the extremities. 

Dr. SiGmMUND PoLtitzeR: I agree with the opinions expressed by the 
previous speakers that we are dealing here most probably with a melanocarci- 
noma. There are a few features I should like to touch on; the first is the 
absence of a primary lesion. If the patient had, for instance, a melanoma on 
the foot, the diagnosis would be simple. In the second place, three biopsies were 
done. The microscopic diagnosis of melanocarcinoma is usually simple. This 
man, who is an intelligent person, told me that of the three biopsies, in each case 
he was told the condition was a “Kaposi.” That statement certainly cannot be 
ignored. Clinically, I should say it is more likely to be disseminated melano- 
carcinoma than Kaposi's sarcoma, but I should like to have a histologic report 
confirm that diagnosis. 

Dr. S. FetpMAN: This patient has had the disease for over a year. The 
fact that the disease started fifteen months ago in the groin does not rule out 
Kaposi's sarcoma. I do not think that every case of Kaposi's sarcoma must 
start on the feet. There are cases reported in the literature in which it started 
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elsewhere on the body. Results of histologic examinations made at the Bellevue 
and Memorial Hospitals were reported as Kaposi’s sarcoma. The histologic 
examination that I made showed fibrosis and an increase in blood vessels, not 
the typical findings in early Kaposi’s sarcoma, yet one that may fit in with the 
pathologic picture of old lesions. On the other hand, there was a complete 
absence of melanoma cells, without which a diagnosis of melanoma is not to be 
thought of, at least I have never seen a melanoma without the presence of char- 
acteristic tumor cells. In spite of the fact that the lesions on the side do resemble 
melanocarcinoma, I favor the diagnosis of Kaposi’s sarcoma for the following 
reasons: The disease has remained practically stationary after fifteen months 
except for a few small nodules at the periphery and, to the time of presensation, 
there has been no glandular involvement, except for a slight enlargement of the 
glands in the region of the tumor itself. I think that the patient would be in 
a much more serious state of health than he is at present if the tumor were a 
melanoma. I shall try to bring a new biopsy report to the next meeting. 


Lupus ERYTHEMATOSUS (PROBABLY AVIAN TUBERCULOSIS OF THE SKIN), 
Presented by Dr. Ray H. Ru ison. 

F. T., a woman, aged 28, single, gave an irrelevant family history. She had 
had right cervical adenitis at the age of 16, for which she had been treated with 
roentgen rays. There had been no suppuration, and the glands had diminished 
in size. Five years later lesions of superficial lupus erythematosus developed on 
the face. She received no treatment until late in 1927, at which time she was given 
three and later twelve more injections of a gold compound. The eruption became 
crusted and more inflamed. Then the patient was given sixty-four more injec- 
tions at another institution, after the removal of infected teeth and tonsils. The 
entire gold therapy involved about two years, with no improvement. 

The patient had first been seen at the Cornell Clinic on Nov. 15, 1929. An 
intradermal skin test with avian tuberculin gave a 4 plus reaction. Tests with 
human and bovine tuberculin gave a plus-minus and a _ negative reaction, 
respectively. 

Specimens of the lesion on the scalp taken for biopsy were examined by 
Dr. L’Esperance and Dr. J. Frank Fraser. Both reported the tissue as being a 
granuloma. Dr. Fraser said that the section did not suggest either lupus vul- 
garis or lupus erythematosus. A right cervical gland was removed and was 
found to be tuberculous. Tubercle bacilli were found. Inoculations into chickens 
and guinea-pigs with this material did not produce tuberculosis. Efforts to 
obtain cultures from scrapings and from catheterized specimens of urine also 
failed. 

A lesion on the scalp was excised and injected into a chicken, which died 
fifteen days later. A culture from this chicken yielded a growth of tubercle 
bacilli contaminated with a mold. After a long time a pure culture was obtained 
which was identified by Dr. L’Esperance as being the avian type of tubercle 
bacillus. Intravenous inoculation into a rabbit with this culture was followed 
by death in fifteen days. 

The patient was treated with avian tuberculin for only two years. Consid- 
erable improvement occurred, but no lesion became completely inactive. No 
improvement had been noticed for the past four months. Local applications 
caused an exacerbation of the eruption. 

Colloidal bismuth oxychloride ointment (supplied by Dr. Rosen) had _ been 
used since Jan. 14, 1932, followed by very marked improvement. No injections 
of bismuth had been given. 

DISCUSSION 

Dr. J. GarpNerR Hopkins: Were the avian bacilli recovered from the 
lesion? 

Dr. Ray H. Rutison: Many efforts were made to recover the avian 
tubercle bacillus. Scrapings, biopsy specimens and catheterized specimens of 
urine were all used without success. An enlarged right cervical gland was 
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excised and examined. A few tubercle bacilli were found in stained specimens, 
hut inoculation experiments failed. I finally excised the lesion on the scalp, and 
the emulsified tissue was inoculated into a chicken. The chicken died fifteen 
days later, and a few small nodules were found in the liver and spleen at autopsy. 
From these, cultures were made and a very slow growth of tubercle bacilli was 
obtained. Unfortunately the culture was contaminated with a mold, and it was 
a long time before a pure culture could be obtained. This was finally accom- 
plished, and Dr. L’Esperance has identified it as belonging to the avian strain of 
tubercle bacillus. This culture was inoculated intravenously into a rabbit, which 
died in fifteen days. 

Because of the long time involved in obtaining a pure culture and because 
of the failure of some laboratory tests and the omission of others, it is felt that 
the claim that Koch’s postulates have been completely complied with cannot be 
made. The case is presented, therefore, not as a proved case of avian tubercu- 
losis of the skin, but as a probable one. In favor of this diagnosis are: (1) the 
positive intracutaneous skin test; (2) the finding of a granuloma on histologic 
examination, which did not present the usual picture found in lupus erythematosus 
nor that usual in lupus vulgaris; (3) the improvement following the long- 
continued use of avian tuberculin therapy after failure to bring about improve- 
ment with gold therapy, and (4) possibly, the recent improvement following 
treatment with bismuth ointment. This point may be an added argument, since 
McKenna found the bismuth oxychloride in colloidal form markedly inhibitory 
to the growth of the tubercle bacillus. 

There have been only about thirty cases of avian tuberculosis in human 
beings reported in medical literature. Several of these must be excluded because 
of incomplete proof. In America, the organism has been recovered in only four 
cases, all of which were clinically Hodgkin's disease. This work has been done 
by Dr. L’Esperance, who also did the laboratory work in this case. 

Of the reported cases only five had cutaneous lesions. None of these has 
occurred in America. The first was reported by Lipschutz (1913). In this case 
lesions were present on the hard palate as well as on the skin. The presence 
of ulcerations on the hard palate in the patient presented tonight suggests the 
possibility of an avian tuberculous infection, and the intracutaneous test was 
therefore made. 

Dr. MARION SULZBERGER: I am interested particularly in the tuberculin 
phase of this question. In this connection I should like to have some help from 
Dr. Rulison in order to gain a clear understanding of tuberculin reaction in these 
presumptive cases of avian tuberculosis. In the record of this case it is said 
that the reaction to bovine and human tuberculin was negative or plus-minus, 
and that the patient had a strongly positive reaction to avian tuberculin. We 
know that tuberculin reactions are quantitative and that the severity of reactions 
depends on the concentration used. In order to standardize the different concen- 
trations, we must employ biologic experiments. To clarify the meaning of these 
human and avian tuberculin reactions in this and other patients, we must know 
the equivalent concentrations produced by them in normal controls, i. e., 
persons without active or manifest cutaneous or other tuberculosis. It is of 
special importance to know whether or not the quantity and the concentration 
of avian tuberculin that caused a strongly positive reaction in this patient pro- 
duced a corresponding reaction in controls. The test can have weight only if 
the control requirements are fulfilled. The problem is extremely interesting, 
and Dr. Rulison is to be complimented on his conservative presentation. 


Dr. Ray H. Rutison: With regard to Dr. Sulzberger’s question, I under- 
stand that no two tuberculins, even when made from the same culture, are alike. 
All have to be tested to determine their strength. 

The avian tuberculin used in testing this patient was made from cultures 
obtained by Dr. L’Esperance from previous work. It had been tested on many 
persons and, in 1: 1,000 dilution, did not cause a marked reaction even in tuber- 
culous persons. It did give a highly positive reaction in a few cases that were 
considered to be of the type of Hodgkin’s disease that Dr. L’Esperance believes 





546 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


to be caused by the avian tubercle bacillus. A very large number of children 
have been tested at the Babies’ Hospital with this tuberculin, and I have made 
a small series of comparative tests in various cutaneous conditions using human, 
bovine and avian tuberculins and the broth used to grow the cultures as a con- 
trol. European authorities state that no avian tuberculin reaction should be 
considered positive unless the reaction obtained is more intense than that obtained 
with human tuberculin. 

The reaction in this case was 4 plus with avian tuberculin and very much 
weaker with human and bovine tuberculins. 

Dr. E. Witt1aAm ABRAMOWITz: It seems to me that we are encountering 
an increasing number of cases of lupus erythematosus that either fail to respond 
or actually get worse after the use of gold preparations. It is my impression, 
and I have heard others express themselves similarly, that the gold and sodium 
thiosulphate and other gold compounds now supplied do not seem to be as effec- 
tive as they were formerly. I have also felt that way about the arsphenamines. 

We had several patients with lupus erythematosus at the Post-Graduate 
Clinic who were not responding favorably to gold therapy. When I read, there- 
fore, of Dr. McKenna’s work with the local use of bismuth ointment in lupus 
erythematosus, | instituted this treatment as soon as I could, and was favorably 
impressed. Dr. Rosen has also noted the good results obtained, and has had 
his brother supply me with all the material needed. Only recently, a patient 
with lupus erythematosus, who was not doing very well with injections of a 
gold preparation, showed so rapid an improvement after four days of bismuth 
ointment locally that it seems almost incredible. 

The members will recall that I presented at the meeting last month a brother 
and sister, both with lupus erythematosus of the face, who failed to respond to 
gold therapy, and after the use of bismuth ointment began to make considerable 
progress toward recovery. Dr. Rosen and I think that the results so far justify 
our continuing this work. 

Dr. GeorGce B. ANDREWS: I am not sure whether or not the results from 


the use of bismuth ointment are entirely due to absorption. For a number oi 
years I have been using bismuth in various lotions (bismuth subnitrate, bismuth 
subcarbonate) in all cases of lupus erythematosus to protect the skin from sun 
light. It may be that bismuth ointment protects the skin from light to such a 
degree that it is beneficial. At least this may be one factor in addition t 
absorption. 


Dr. ApDOLPH ROSTENBERG: A patient with lupus erythematosus was treated in 
another hospital for two years with injections of a gold compound, without any 
benefit. She came to our clinic and refused to take any more such treatment. 
We then gave her a few injections of bismuth and a bismuth subgallate salve to 
be applied locally, and she improved greatly under that treatment. 

Dr. HERMAN GoopMAN: I was unable to make the clinical diagnosis of 
lupus erythematosus. I saw the papules of the nasal area with a depression 
between them, which I took for scars. My clinical diagnosis was lupus vulgaris. 
The patient did not present the clinical features of redness, dilated follicular 
plugs, engorged capillaries and atrophy. I can only admire the demonstration 
and recognition of the avian form of tubercle bacillus isolated as causative in 
this case. 

Dr. J. GarpNER Hopkins: I do not think the last statement quite fair. 
Dr. Rulison was explicit in stating his failure on first attempt to demonstrate 
the organism and was conservatively qualified as to its definiteness in the final 
experiment, in which a bacillus resembling the avian tubercle bacillus was recov- 
ered. His report is of great interest, and we should take his statements 
seriously. 


A CASE FOR DIAGNOSIS (SCLERODERMA?). Presented by Dr. JAcoB SKEER. 


A woman, aged 39, born in the United States, came to the Brooklyn Jewish 
Hospital, the service of Dr. B. B. Berkowitz, complaining of numerous spots on 
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the body. The condition had begun five years previously, when she had noticed 
a bluish spot on the back of her left leg. Then other lesions had appeared on 
the chest, abdomen, back and upper and lower parts of the limbs. Nothing was 
done for the condition until two years prior to presentation, at which time she 
went to a New York clinic, and the condition was diagnosed as scleroderma. 
She received numerous injections of sodium thiosulphate, without improvement. 

Examination showed numerous circular areas of hyperpigmentation on the 
chest, the back and the flexor surfaces of the arms, thighs and legs. They 
varied in color from faun to brown and from deep red to purple. The lesions 
were dime-sized and larger. Some of the lesions showed enlarged capillaries 
with glistening spots that appeared atrophic. 

The Wassermann reaction of the blood was negative; chemical analysis of 
the blood showed: sodium chloride, 471 mg.; sugar, 123 mg.; urea nitrogen, 
16.5 mg., and uric acid, 3.71 mg. The blood pressure was 160 systolic and 90 
diastolic. Urinalysis was negative on numerous occasions, except for a slight 
trace of albumin in one specimen. 

The patient had been previously presented at the Brooklyn Dermatological 

Society on Jan. 18, 1932. 
DISCUSSION 
Dr. Jacop SKEER: A diagnosis of scleroderma was made two years ago, 
and the patient was given numerous injections for it. The eruption as it appears 
now consists of rounded areas of hyperpigmentation with white, split pea-sized 
spots in some of the lesions, which appear atrophic. There is also some telan- 
giectasis there. No scaling or infiltration was noticed at any time. She said 
that she had not taken any drugs, except now and then a laxative, which 
probably contained phenolphthalein. 

Dr. SIGMUND PoLuitTzER: While I am in considerable doubt about this 
case, which would demand a period of observation together with a biopsy before 
a conclusion could be reached, the first impression I have may be worth stating. 
It is that we are dealing with an early or incomplete form of scleroderma. The 
pigmentation, the atrophic spots, the large areas of skin, which, at least, suggest 
induration—these features all speak for scleroderma. That means, of course, 
that there is some endocrine disturbance. If the case is not now scleroderma, 
it is something closely related to the clinical conception of it. I should say it is 
an endocrine disturbance with sclerodermatous lesions or lesions that suggest 
scleroderma. 

Dr. Frep WIsE: My interpretation is identical with that of Dr. Pollitzer. 


Dr. Lours CHarGiIn: I have no definite diagnosis to offer in this case. I 
think, however, that it belongs in the group of the generalized atrophodermas 
included in the group of acrodermatitis chronica atrophicans, macular atrophy, 
etc., i. e., the soft atrophies. I do not think that we ought to include scleroderma 
in the group of the “tight” atrophies. 





Prurtco Noputaris? Presented by Dr. S. B. FELDEN. 


J. R., a man, aged 41, a conductor, born in the United States, had had pneu- 
monia three times, at the ages of 9, 21 and 26. He had had malaria at the age 
of 8, and had also had frequent sore throat and colds with chronic cough. 

His wife had had kidney trouble. She had five children living and well. 
One child presented a similar condition to that of the patient (the father). The 
grandfather was said also to have had a similar condition. 

About twelve years prior to presentation, the patient had fallen off a train, 
both legs striking the rail. He suffered a slight laceration of the right leg, and 
three stitches were required to close the wound. Six months later a sore resem- 
bling a wart appeared on the right knee. It grew to the size of an ordinary 
grape and had remained so to the time of presentation. On the anterior surface 
of the left leg a similar condition appeared in the midline at about the time the 
wart appeared on the right leg. A year later another appeared, and so on until 
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a total of eight such small growths had appeared, all about the same size or 
slightly larger than the one on the right leg. These masses caused considerable 
itching, but were not painful. Various salves had not given relief. 

Examination showed moderate obesity; the patient was not acutely ill and 
presented no deformities. The extremities were normal except for the local 
lesions. There was a small mass, the size of a grape, on the outer side of the 
right knee. It was grayish and wartlike. On the left shin were eight similar 
nodular elevations, varying in size from a cherry stone to that of a small walnut. 
They were arranged in one line, were fairly hard and grayish, and had a horny, 
wartlike surface. 

An examination of the patient’s blood showed a hemoglobin of 95 per cent. 
The Wassermann reaction was negative. 

Biopsy showed hypertrophy of all the layers of the epidermis, hyperkeratosis 
and acanthosis. The corium contained foci of cellular infiitration of a uniform 
type (lymphocytic), particularly located around the blood vessels. There was 
no invasion of the deep structure, which was made up of dense fibrous tissue. 


DISCUSSION 

Dr. Howarp Fox: I think that the patient failed to show the classic signs 
of prurigo nodularis. In this disease it is very unusual for the patient to be a 
man. The patient’s lesions are not discrete as lesions of prurigo nodularis ar¢ 
almost invariably, and there is no appreciable evidence of itching. The most prob- 
able diagnosis, in my opinion, would be some type’ of dermatitis, possibly lichen 
planus hypertrophicus. Another case was recently shown before this Section t 
which these same remarks would apply. 

Dr. SIGMUND POLLITZER: My impression is that the condition is lichen 
planus hypertrophicus verrucosus. The words describe the condition. On close 
inspection of an erythematous area near some of the large lesions there are a 
few distinct lichen planus papules. Factors against the diagnosis of prurig: 
nodularis are (1) the sex of the patient; (2) the location of the tumors on the 


lower rather than on the upper part of the extremities, and (3) the fact that 
lesions of prurigo nodularis are distinctly more conical than the lesions in this 


case, 

Dr. Frep Wise: I agree with Dr. Pollitzer, who pointed out the lesions 
of lichen planus near the large lesions. I think one or two biopsies must be 
performed on the small elements before a definite diagnosis can be made 
histologically. 

Dr. Max ScHEER: On the left leg, to the right of one of the large verru- 
cous lesions, were three lesions of lichen planus in a perpendicular row. The 
uppermost of these is umbilicated and is typical of lichen planus. I suggest 
that another biopsy be made on one of the three papules. 

Dr. HERMAN GOODMAN: Must lichen planus hypertrophicus or verrucosus 
always be preceded by ordinary lichen planus? 

Dr. MAx ScHEER: It does not necessarily follow typical lichen planus. 

Dr. Louts CHArRGIN: Whether hypertrophic in type or not, the primary 
lesion in lichen planus is always the same. The diagnosis suggested by Dr. Pol- 
litzer is, I believe, correct, and while a correct diagnosis in the case is not of 
great importance to the patient, it is of academic interest to us, since prurigo 
nodularis and lichen planus may not be grouped together. As far as treatment 
is concerned, nothing short of actual destruction of the lesions or excision is 
likely to be of any benefit. 

Dr. Howarp Fox: I referred to objective signs which were certainly not 
present to the degree seen in this disease. That the patient said the eruption 
itched is not important. He stated that he rubbed rather than scratched the 
skin. There certainly are no excoriations. 

Dr. S. B. Fetpen: I admit that to be a true example of prurigo nodularis, 
the lesions should be more discrete and more diffusely distributed, and the occur- 
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rence in women is said to be more frequent than that in men, but not exclusively 
so. In fact, I recall that the first case I ever saw, years ago, occurred in a 
man, shown and diagnosed by Arndt in the Berlin Dermatological Society. As 
to the itching in this case, the remarks of Dr. Fox that it was lacking astonished 
me, because the patient expressly stated to me that he had had unbearable itch- 
ing. which he felt, to use his own words, “clear through the whole body to the 
head.” 

The suggested diagnosis of hypertrophic or verrucous lichen planus is a good 
one, and was given careful consideration. However, I failed to see any definite 
evidence of lichen planus lesions anywhere, and the histologic picture, if we are 
dealing with lichen planus, should reveal the characteristic, dense, cellular infil- 
tration in the papillary area and in the upper layer of the corium with its 
pathognomonic abrupt border. Here we find in the section (which was kindly 
prepared and interpreted by Dr. Satenstein), aside from the marked hyperkera- 
tosis and hypertrophy of the entire epidermis, foci of cellular infiltration that is 
chiefly perivascular and uniformly lymphocytic in type, which fits in very well 
with the picture of prurigo nodularis. 

The various names which in most standard textbooks on dermatology are 
comprised under the general heading of prurigo nodularis, such as “multiple 
tumors of the skin accompanied by intensive itching” (Hardway), tuberosis cutis 
prurigonosa, urticaria perstans verrucosa, neurodermatitis nodularis verrucosa 
(Kreibich), and by some others also the lichen obtusus corneus, prove that this 
whole group is not as yet well understood, and that there is no complete unanimity 
of opinion as far as separation or synonymy of these conditions is concerned. 

The clinical appearance of these multiple verrucous nodules, their behavior 
(duration over twelve years) and severe itching, and their histologic character, 
make me feel justified in assigning them to the group of prurigo nodularis. 


\ Case FoR DraGnosis (Kaposi's SARCOMA?). Presented by Dr. GEORGE 
B. ANDREWS 


W. W., a boy, aged 19, a mulatto, a truck driver, presented a number of 
dull red, pigmented, hard, prominent nodules on the left sole and big toe, which 
had been present for about ten weeks. They were from 3 to 8 mm. in diameter. 
The lesions did not appear to penetrate deeply into the subcutaneous tissue. 
These nodules had developed in succession so that different stages of develop- 
ment had been observed. The pigmentation was black in the older lesions, while 
in the more recent ones it appeared dark brown or blue. 

Biopsy showed marked keratosis together with moderate acanthosis. Just 
beneath the epithelium were large mononuclear and multinuclear cells of irregu- 
lar shape and definite necrosis. Throughout the corium there was evidence of 
an acute inflammatory reaction. The most striking feature was the diffuse 
infiltration of large spindle-shaped cells with mitotic figures throughout the 
corium. Many of the collagen bundles were swollen. This section had many 
of the characteristics of a fibrosarcoma. The question arose, however, whether 
it was a primary tumor or whether the changes were secondary to an infection. 


DISCUSSION 

Dr. Frep Wise: I think that we are dealing here with melanocarcinoma. 
Probably there was a primary melanoma on the toe and these are satellite lesions 
surrounding the original new growth. 

Dr. J. GARDNER HopxKins: I am impressed with Dr. Wise’s point of view. 
We were puzzled by the biopsy specimen. It was difficult to decide whether the 
lesion was a tumor or chronic inflammation. There were masses of irregular, 
round and spindle cells in the corium. There were no cells of epithelial char- 
acter, and it seemed that melanocarcinoma could be reasonably excluded. There 
was no marked proliferation of blood or lymph vessels, but in spite of this it 
seemed that it might be Kaposi’s sarcoma. I have never seen any such lesions 
in a Negro. Another possibility is that it might be sporotrichosis. 
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Dr. GeorGE B. ANDREWS: The problem of treatment comes up in connec- 
tion with the nature of the lesion. It is quite evident in view of the microscopic 
findings that a serious malignant tumor is not present. The condition, if it js 
a tumor, is likely to recur locally, but not to extend systemically for a long 
time, if it spreads at all. It may be a simple inflammatory process, or it may 
be a slowly growing type of tumor. The treatment will be conservative. 


Lupus ERYTHEMATOSUS WITH CARCINOMA. Presented by Dr. GEorGE B 

ANDREWS. 

M. M., a woman, aged 33, a Jewish housewife, had been admitted to the 
Vanderbilt Clinic on Jan. 27, 1932, complaining of an eruption on the face of 
twenty years’ duration. The lesion had begun as a small itching “pimple” on 
the right cheek. The patient had scratched this, and the papule had scaled. It 
immediately began to grow and attained the size of a walnut, at which size it 
remained for about three years. At that time the lesion was treated with an 
iodine salve, which opened it up. The patient was in Warsaw and was treated 
with a plaster which practically healed the lesion and left a white scar. 

Seventeen years prior to presentation, the patient came to New York and at 
that time noticed a zone of redness around the white scar. She was treated at 
the Vanderbilt Clinic by Dr. Fordyce with carbon dioxide snow. The lesion 
was then roughly 7 cm. in diameter. There was no improvement, and later she 
was treated a second time with carbon dioxide snow, without improvement 
Next she received about eighteen roentgen treatments at the New York Skin 
and Cancer Hospital, and she said that the lesion seemed to grow larger with 
each treatment. 

Eleven years before presentation the patient went to California and while 
there received more roentgen treatments, following which the nose became involved 
with redness and scaling. She stopped the roentgen therapy and used various 
ointments, under the direction of Dr. Howard Morrow in San Francisco. The 
lesion continued to grow. The patient returned to New York fifteen months 
prior to presentation, at which time there was an area of necrosis at the right 
side of the nose, and the cheeks were involved, as at present. 

She went to Israel-Zion Hospital in Brooklyn and received a series of injec- 
tions of a gold compound at weekly intervals for approximately from twelve to 
fourteen weeks. The nose began to ulcerate during this treatment, and a large 
growth the size of a walnut appeared on the nose and cheek. This growth could 
be picked off, leaving a bleeding surface. She was then sent to the Post-Graduate 
Hospital and was operated on by a plastic surgeon who removed the white scar 
and the growth, including part of the nose. After the operation the cheek healed, 
but the lesion on the nose never became inactive. A new growth appeared two 
months after the operation. She returned to the Israel-Zion Hospital, where the 
last growths were removed. She left the hospital three months prior to presen- 
tation, and since that time had been treated with silver nitrate. Six weeks before 
presentation, the right eye had become affected by exophthalmia and redness 
which had grown steadily worse. The patient had always had an itching sensa- 
tion at the periphery of the lesion. She now had difficulty in breathing through 
the nose. 

Examination revealed an eruption over both cheeks, showing active growth 
at the borders with atrophic scarring in the center. The lesion had the charac- 
teristic butterfly distribution. The border showed diffuse erythema with scaling, 
and was somewhat raised. The center of the nose was necrotic and ulcerated 
so that the nasal bones were visible. Marked ectropion of the right lower lid 
was present, apparently due to the firm mass pressing from below onto the con 
junctival surface. No regional glands were palpable. The palate was not 
perforated. 

DISCUSSION 

Dr. E. Wiitit1Am ApRamowi!tTz: I saw this patient about two vears ago, at 
the Israel-Zion Hospital in Brooklyn. She was confined with an attack of 
erysipelas of the face. I saw her later, after the erysipelas had subsided, and 
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considered the lesions on the face to be lupus erythematosus. There were marked 
atrophy and telangiectasia, which I attributed to the considerable amount of 
roentgen therapy that she had received. One patch on her nose and another on 
her right cheek were evidently cancerous. All these things were verified at 


biopsy. 

The patient entered the Post-Graduate Hospital, where Dr. Sheehan excised 
the cancerous area on the right cheek, preliminary to a plastic operation. Her 
lack of funds did not permit her to stay long enough to carry this procedure 
through to the end. She returned to the Israel-Zion Hospital, but as the sur- 
geons there thought she was beyond help, she was treated only by coagulating 
the ulcerated areas that seemed to be very active. Evidently, extension has now 
taken place to the right lower eyelid. 

The lupus erythematosus on the face has been present for over twenty years. 
The ulcerative lesions that have developed in the past year or so are, under the 
microscope, prickle cell cancer. The biopsy also reveals that the atrophy and 
telangiectasia present are due to the roentgen therapy that she received, and I, 
therefore, consider it inadvisable to use any such therapy again. This applies 
to the use of radium also. It seems to me that the coagulation produced the 
best results in her case, but owing to the fact that there was an extension with 
perforation into the nose, I hesitated to recommend anything that might mutilate 
her further. 

Dr. IstporRE Rosen: The presenter has not emphasized one of the impor- 
tant phases of this case. The question in my mind is whether the carcinoma 
developed on the lupus erythematosus or whether it developed as a result of 
prolonged roentgen therapy. I am under the impression that the latter was the 
cause of the malignant growth. 

Dr. Frep Wise: I am very much interested to know what the consensus 
is as to the proper therapeutic attack in this case. What should be done at the 
present moment? Surgical operation seems to be contraindicated. We do not 
know how deeply the ulcer extends into the nasal cavity or whether the eyeball 
is involved. I should like to know whether most of the men believe with me that 
radon implantation is the best method to employ as a palliative measure. 


Dr. Howarp Fox: My opinion agrees with that of the previous speaker. 
[ feel convinced that the roentgen rays are contraindicated in the treatment of 
lupus erythematosus. As I have often said, they do no good, and their failure 
is a good therapeutic test in differentiating between lupus erythematosus and 
seborrheic eczema, the latter disease usually responding favorably to irradiation. 
I should like to know whether this case is presented as an epithelioma due to 
roentgen treatment or one that developed on the basis of lupus erythematosus, 
which is a rather rare occurrence. 

Dr. Lours CHarGIN: The point mentioned by Dr. Rosen is well taken. 
But it is not the only measure that may eventuate in an epithelioma in lupus 
erythematosus. The occurrence has been noted long before the roentgen rays 
were employed in lupus erythematosus therapy. The point is that any chronic 
irritation in lupus erythematosus occasionally leads to carcinoma. 


Dr. CHARLES LERNER: Apropos of Dr. Wise’s question, I should hesitate 
to use radon implantation. We know that the radium rays are a form of light, 
and any light therapy is likely to cause a flare up of lupus erythematosus. In 
the second place, the implantation of radon in this location would prove a diffi- 
cult matter. Personally, I have always hesitated to use radium in sequelae due 
to the roentgen rays. It seems to me like pouring oil on a flame. May I sug- 
gest that the carcinomatous areas, as far as can be seen, be destroyed by electro- 
coagulation; and should there be—and there probably will be—recurrence, that 
this treatment be repeated, if necessary, even several times? In that way we 
can often keep the patient fairly comfortable for a long time. 

The question of plastic surgery, of course, always comes up in these cases. 
[ am heartily in favor of plastic surgery, whenever feasible, after electrodestruc- 
tion, but should regrowth occur, one feels that all plastic work has been in vain. 
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Dr. CHARLES WoLF: Several points come up in the discussion of this case. 
I believe that we should go on record as stating that lupus erythematosus should 
not be treated by roentgen rays or radium. Heretofore, say from fifteen to 
twenty years ago, when the therapy of lupus erythematosus was one of the banes 
of dermatologic practice, and when roentgen therapy was a new agent and its 
late effects were not known, it might have been reasonable to use it. But, after 
twenty-five years, we should go on record that it is contraindicated in cases of 
lupus erythematosus. No doubt this patient has metastases to the base of the 
skull. She has a hard metastatic gland in the cheek, near the angle of the jaw. 
It would be useless to give further treatment. I do not know where radium 
or any other agent destructive in character will be of any avail. I should like 
to know whether or not it is the opinion of the Section that lupus erythematosus, 
untreated per se, goes on to carcinoma after a long period of years. I am of 
the opinion that untreated cases never become malignant unless irritated. It is 
the secondary effects that produce the malignancy. The end stage of the disease 
is an atrophic process. 

Dr. JosepH J. Etter: I agree with Dr. Wise that treatment with radon 
seeds would be the method of choice in this case. 

Dr. EuGene Traus: As Dr. Eller just intimated, this patient was treated 
many years before the dangers of treating lupus erythematosus with roentgen 
rays were realized. What dosage was given we do not know. We have had a 
number of cases of lupus erythematosus with carcinoma in which the patient 
had not received irradiation of any kind. Of course, I believe it is practically 
impossible to find a patient in whom carcinoma has developed on long-standing 
lupus erythematosus who has not at some time during the course of the disease 
been treated with an ointment, carbon dioxide snow or some similar remedy. 
A patient recently came to us who had been treated within the last four years 
and claimed to have received more than 200 roentgen treatments. She presented 
exactly the same destructive picture that was seen in this case. As our case 
seemed practically inoperable, a single dose of radiation was inadvertently given 
at the order of the surgeons in charge, with marked aggravation of the lesions 
and pain on the part of the patient. The case has subsequently been controlled 
and palliated by careful application of the actual cautery to the border of the 
lesion. It would seem, therefore, that the actual cautery is preferable to irra- 
diation in the present case. 

Dr. MARION SULZBERGER: I agree with the previous speakers concerning 
irradiation and lupus erythematosus. The question of whether or not carcinomas 
take place in lupus erythematosus after irradiation is in some respects a purely 
academic one. I recall seeing a case in Zurich in a patient who had been 
exposed to the sun a great deal and in whom carcinomatous changes had devel- 
oped. As a matter of fact, we never see cases of lupus erythematosus in which 
there has not been exposure to some irradiation, as sun rays can have the same 
effects as artificial ultraviolet or infra-red rays. 

I think that in addition to therapy in lupus erythematosus, which includes 
avoiding radiation from artificial sources of all kinds, we should try to protect 
these patients from natural rays. That should be part of the armamentarium in the 
beginning, through the employment of lotions and ointments containing tannic 
acid, quinine, phenyl salicylate, bismuth and coloring matter, etc. 

Dr. HERMANN Feit: Professor Zieler made an exhaustive study of these 
cases and came to the conclusion that carcinoma developed in cases of lupus 
erythematosus and lupus vulgaris in which irradiation therapy had never been 
given. I was always interested in the effect of light rays on certain cases of 
lupus erythematosus. I feel that no irradiation of any kind should be applied in 
these cases, because they never profit by it, and a great deal of harm is done. 
In looking up the literature for a paper on this subject, I found that Dr. Wise 
reported a case in which even irradiation of the glands of the neck in lupus 
erythematosus caused a dissemination of the disease. 
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Dr. GEorGE B. ANDREws: I agree with the remarks about roentgen therapy 
and that there is an increased chance of carcinoma in lupus erythematosus so 
treated. Last year I had a patient who had received no roentgen therapy and 
who had carcinoma on lupus erythematosus. He had used potassium hydrate 
solution locally for years. 

Regarding the treatment of this patient, surgical intervention is always the 
court of last resort in the treatment of carcinoma of the skin. This patient came 
to the clinic about four days ago and had not returned since the first visit, so 
our study has been limited. However, I feel that the involvement of the right 
evelid is not carcinoma. If any one felt it, he would have felt the lesion to be 
soft, cystic and almost fluctuant. Pus oozes out of the lacrimal duct. This is 
dacryocystitis or an infection of the tear duct that resulted from the operation 
performed on the nose. It is only of six weeks’ duration. 

Carcinomas in this location and on lupus erythematosus are likely to be well 
differentiated and radioresistant. They do not grow very rapidly and do not 
metastasize early. Involvement of the lymph gland is possibly not due to the 
carcinoma. I feel that it is probably due to the infection of the lower eyelid, 
and that if this patient had received the surgical treatment by Dr. Sheehan that 
was intended, she would be in a very different condition than she is now. I 
believe it is not within the province of a dermatologist to treat such an extensive 
carcinoma. I do not think we are equipped to do it. It should be treated by 
plastic surgery. Radon implantations would not influence this highly resistant 
type of tumor, in my opinion. 


GRANULOMA ANNULARE IN MOTHER AND Son. Presented by Dr. E. WILLIAM 
ABRAMOWITZ. 


S. S., a woman, aged 35, married, born in Russia, had been treated for dia- 
betes: her blood sugar, at the time of presentation, was 265 mg. She also gave 
a history of bleeding from the mouth at frequent intervals, but as results of 
physical and roentgen examinations of the chest were negative, the bleeding was 
considered extrapulmonary. Results of a gastro-intestinal examination were also 
found to be negative. She presented a dollar-sized,*irregular, circular lesion on 
the dorsum of the foot. The patch, although irritated, showed the raised, glis- 
tering nodules around a clear center that constituted its make-up. 

Her son, N. S., aged 7, American born, presented a glistering nodular lesion, 
the size of a dollar, with a clear center. The patch was located on the dorsum 
of the foot. The boy’s past history was irrelevant, and he had always been in 
good health. 

The condition in both patients was to be investigated further by biopsy, frac- 
tional tuberculin tests and Wassermann tests. 


Psoriasis (Pats). Presented by Dr. S. M. Peck and Dr. NATHAN SOBEL. 


A man, aged 43, a cap maker (unemployed for ten months), presented on the 
right hand an erythematous, sharply marginated area covering the entire palm 
and extending onto the sides of the fingers. The skin of this area was thick- 
ened and showed flaky and white powdery scales. The left hand presented a 
similar area the size of a silver dollar. The sides and palmar aspects of all the 
fingers showed similar areas. The eruption had been present for four years. 
No stippling of the nails was present. There were no lesions elsewhere. 

Butlin’s wandering rash of the tongue was present. 

The condition had remained practically unchanged during the past three years. 
He had been given ten roentgen exposures at the Stuyvesant Square Hospital, 
three years prior to presentation, with only slight improvement. At about that 
time he had scaly spots on the scalp. 

_ The Wassermann reaction was negative. Examination of scales was negative 
ior tinea. A specimen of tissue taken for biopsy from the right thenar eminence 
showed hyperkeratosis of the epidermis and parakeratosis likewise. There was, 
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in addition, some acanthosis. The papillary bodies were prolonged, and the 
papillary processes were somewhat broadened. There was a moderate amount 
of inflammatory reaction in the papillary bodies characterized by dilatation of 
the capillaries, perivascular infiltration of polymorphonuclear leukocytes and some 
lymphocytes. There was also invasion of the epidermis by polymorphonuclear 
cells. 


ALOPECIA AREATA (EVENTUALLY TOTAL). Presented by Dr. Lours CuHarcin 
for Dr. Max BERKOvsKY. 


The patient, a man, had had his appendix removed about six years prior to 
presentation, after which he had noticed a graying of the hair in patches. There 
had been no loss of hair, however, until about nine months prior to presentation, 
when one bald patch appeared over the parieto-occipital region. In the course 
of the next three months almost complete loss of hair of the scalp occurred. In 
August, 1931, there was practically no hair on the scalp, which condition con- 
tinued until Dec. 14, 1931, at which time pituitary therapy was instituted. About 
three weeks following the treatment, new hair began to appear and since then 
there had been a gradual increase in growth. Most of the new hair was gray; 
some was now turning black. To the time of presentation the patient had taken 
about eighty 5 grain (0.325 Gm.) tablets of pituitary over a six weeks’ period. 
About one month prior to presentation, areas of alopecia had begun to appear in 
the bearded region of the face. 


Sarcorp. Presented by Dr. HERMANN FEIT. 


M. V., a woman, aged 50, born in Ireland, had had two elevated erythematous 
lesions on the forehead and the right side of the neck for several months. She 
did not know how they came about. She stated that she had had a similar con- 
dition four years previously. The lumps had lasted about four months and had 
then disappeared spontaneously. 

On the right side of the forehead near the hairline was a split pea-sized, 
papular, erythematous, slightly infiltrated lesion. On the right side of the neck 
was a larger lesion composed of two papules separated by a depression. They 
were slightly infiltrated. The Wassermann reaction of the blood was negative. 
An examination of the blood showed: eosinophils, 7 per cent; small lymphocytes, 
32 per cent; polymorphonuclears, 61 per cent; red blood cells, 4,000,000, and 
white blood cells, 8,300; the hemoglobin was 82 per cent. 

Biopsy showed that the lesion was composed of strands of cells apparently 
following the blood vessels. The cellular infiltration consisted of large endothelial- 
like cells, cells resembling lymphocytes and many eosinophils. Many of the 
larger cells showed mitotic figures. The picture probably fell into the group of 
lymphoblastoma. 


MELANOMA EPITHELIOMA OR BoweEn’s Disease. Presented by Dr. HERMAN 
GOODMAN. 


P. I., a man, from ten to fifteen years prior to presentation had noted a lesion 
“similar to a mole” on the median surface of the third right toe. This had grown 
slowly until two to three years before presentation. Since that time the process 
had been stationary. It had never bled nor had it ulcerated. There had been 
no subjective symptoms locally. Perhaps of some significance to the lesion on 
the toe was the fact that for the past three or four years he had noted a dul! 
ache in the right knee, only appearing, however, after considerable exercise. 

Two or three years prior to presentation, the patient had noted the appearance 
of a second lesion on the right lower quadrant of the abdomen at the level of 
the umbilicus, which had grown slowly to its present size. There had been no 
subjective symptoms. The patient stated that one year before presentation, a 
lesion similar to a wart had appeared on the lower left nostril. It had slowly 











SOCIETY TRANSACTIONS 

















increased to its present size. He had noticed that it bled very easily; even 
washing with a cloth caused it to bleed. The lesion had been continuously covered 
with a crust. There had been no subjective symptoms. 

The patient’s family history was irrelevant, and there had been no history 
of malignancy. He himself had always been healthy. He had had several slight 
attacks of “pleurisy,” the last occurring from four to seven days prior to presenta- 
tion. He stated that for thirty years he had noted a dull ache in the right lower 
quadrant, nonradiating, usually occurring when he was tired and not frequent. 
The results of genito-urinary examination were negative. 

On the median surface of the third right toe was a nodule 3.8 inches (10 cm.) 
in diameter, of light slate color, the border irregular but definite, with a verrucous 
surface, nonhairy and slightly scaly. No glands were palpable in the popliteal 
or inguinal regions. On the midabdomen, from 2 to 3 inches (5 to 7.6 cm.) to 
the right of the umbilicus, was a patch about 1 inch (2.5 cm.) in diameter, 
consisting of numerous scaly and crusted papules, with very .slight infiltration. 
On the nose was a nodule % inch (0.6 cm.) in diameter, raised and with a pearly 
border having a slightly depressed and crusted center. When the crust was 
removed the lesion bled easily. 

A section of tissue taken from the abdomen for biopsy showed a very irregular 
epidermis with irregular epidermal pegs. The individual prickle cells often took up 
the entire cell. They were hyperchromatic. There were some mitotic figures. 
There was no infiltration of the prickle cells below the epidermis. A diagnosis of 
“Bowen's disease” was made. 

The Wassermann reaction was negative. Biopsy performed on the nose was 
unsatisfactory. 
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\RSENICAL HYPERPIGMENTATION AND HYPERKERATOSIS, WITH POSSIBLE 
MALIGNANT DEGENERATION OF ONE OF THE LESIONS. Presented by Dr. 
H. BEeRMAN for Dr. Jonn H. STOKEs. 


A white woman, 35 years old, had had psoriasis as long as she could semember. 
Ten years before presentation she took a solution of potassium arsenite for about 
six months; this medication was continued at intervals for about seven years. 
Several years before presentation the patient noted beginning hyperpigmentation 
of the trunk and hyperkeratosis of the extremities. About a year before presenta- 
tion she had injured her left hand and a granulomatous lesion had developed at 
the site of injury. This lesion was subsequently removed (about a month pre- 
viously) by the Sherwell technic and irradiated with 3 skin units of roentgen rays. 


















DISCUSSION 








Dr. S. S. GREENBAUM: What therapy is being used in the case? 

Dr. H. BEERMAN: The patient has been under observation only for several 
weeks. The epitheliomatous lesion was removed by the Sherwell technic. She 
was given sodium thiosulphate intravenously and roentgen therapy. 

Dr. F. D. Werpman: I do not think that the histologic sections show a 
fully developed epitheliomatous change. The growth might well be an epithelio- 
matous change of the ectoplasm. I recall in this connection the research made 
by Dr. Mary McIntyre in Dr. Stokes’ clinic in which she collected cases of ulcers, 
particularly those of lupus vulgaris, in an attempt to ascertain whether many of 
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the cases that had been reported as epitheliomatous were really so; that is, 
whether a great many of the lesions that formerly had been regarded as true 
cancers might not really have been pseudo-epitheliomatous hyperplasias. It is 
possible not only in lupus vulgaris but in arsenical keratoses to have such examples. 


Dr. Jonn H. Stokes: Dr. Weidman’s point is well taken. I had an experi- 
ence not long ago with a case of keratosis associated with chronic use of arsenic 
which impressed me much as this woman’s does. My patient had, along the fissure 
line of the palm, what looked like a beginning arsenical epithelioma. I prepared 
to remove it with the curet and a massive dose of roentgen rays. After admin- 
istering the anesthesia I dug into the growth with my curet, only to find that 
the lesion was on the surface and that there was no epitheliomatous process. 
The result following the administration of 3 skin units of roentgen rays was espe- 
cially good; I had not been dealing with an epithelioma but with an arsenical 
dyskeratosis. 

Apropos of this patient’s pigmentation, I do not know how many of the members 
of this society are familiar with the original addisonian description of the pig- 
mentary syndrome that is associated with Addison’s disease. At one time I had 
the opportunity, through Dr. Rowntree, of seeing the original description. It is 
remarkable to see what Addison included in the syndrome. He was apparently 
the first authority to describe acanthosis nigricans. He also described arsenical 
pigmentation perfectly as part of the Addison syndrome, with particular reference 
to the light spotting that occurs on the dark background. This woman furnishes 
a perfect example of this spotting, which is distinct from what occurs in bronze 
diabetes, etc.; it is a peculiar water-marking, or “rain-spotting on a dusty road” 
effect, which Addison noted and which internists still cite as part of their concep- 
tion of addisonian pigmentation. I feel quite certain it is significant of the arsenical 
and not the addisonian syndrome. 


A Case FoR D1AGNosis (POIKILODERMA VASCULARE ATROPHICANS?). Pre- 
sented at the January meeting by Dr. S. S. GREENBAUM. 


N. P. was a laborer. born in Pinsk, Russia. Dr. F. D. Weidman made the 
following report on the histologic examination: “Widespread dermatosis of all 
the extremities and also of the trunk, which some regard as poikiloderma 
atrophicans vasculare. Histologically, the sections are not distinctive. They 
show what appears to be a thinning of some of the prickle cells at certain points, 
which was the only thing that could be translated into an atrophy. The horny 
layer was in perfect shape.” My associate and I subsequently took a section 
from the left thigh, where there was found marked hyperkeratosis of the horny 
layer and no thickening or thinning of the prickle cell layer. Some of the cells 
show some vascularization. I have not come to any definite conclusion as to 
the diagnosis. The only additional laboratory finding of significance was a blood 
cholesterol of 190 mg. per hundred cubic centimeters. 


DISCUSSION 

Dr. Joun H. Stokes: This is an extremely interesting case, puzzling in the 
highest degree. I have not seen many cases of poikiloderma atrophicans vasculare ; 
I think that they must be extremely rare. I think I have seen three, which passed 
the critical eye of Dr. John Lane in New Haven, and this at first glance looks 
little like any of them. Nevertheless, on more critical examination, the atrophy, 
apparently telangiectasia, suggesting an early reaction to roentgen rays, can be 
recognized over the abdomen, and there is telangiectasia with atrophy on the skin 
of the penis. The picture would hardly qualify as that of acrodermatitis atrophicans 
There is no active dermatitis or advance erythema; recently, however, a patient 
with extensive lesions on the body presented in the popliteal spaces dermatitis with 
considerable atrophy, preceded by a wall of edema, with plaques and patches over 
the abdomen. The condition in the present case would impress me as being the typ: 
of dermatitis following prolonged arsenical treatment, occurring on a dry, 
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desquamative skin. Only after one notes the atrophy and telangiectasia do the 
other possibilities come to the front. 

I do not think this is the effect of irradiation, although I cannot speak with the 
authority of Dr. Pfahler as to whether a human being can survive such wholesale 
irradiation as would be necessary to produce such atrophy as this. 

Dr. G. E. Pranvter: I agree with Dr. Stokes that this condition is not due 
to irradiation, or at least to roentgen rays. I think that it would be possible 
with unfiltered and very soft irradiation, particularly with the grenz rays, although 
I have had no personal experience, to get an atrophy over the whole body, but 
all the atrophy and telangiectasis that I have seen following irradiation have a 
more glossy appearance. The telangiectases themselves are more streaked, not 
quite so punctate in distribution; in fact, when I observe the lesion closely it 
does not impress me as telangiectasis due to roentgen rays. Further, I asked the 
man whether he had had his eyes protected, and how. He said, “with dark 
glasses.” One would not protect the eyes with dark glasses for roentgen treat- 
ment. Evidently ultraviolet rays, or a similar radiation, possibly grenz rays, were 
used, 

Dr. C. S. Wricut: In discussing this case last month, I expressed the opinion 
that this condition agreed with Lane’s description of poikiloderma vasculare 
atrophicans. However, I did not know about the patient’s having received irradia- 
tion therapy. Dr. Schamberg and I have in our files a record of the case of a 
woman who took treatments with ultraviolet rays at home almost every day for 
many months for acne, and later she presented over the shoulders and chest lesions 
much like the vascular dilatations in this case and some atrophy of the skin. One 
does not know as much about the chronic effects of ultraviolet rays as about 
the chronic effects of too much roentgen therapy. That would fit in with Dr. 
Pfahler’s idea that if any part of the condition was due to irradiation therapy, it 
would be to rays at the same end of the spectrum as the ultraviolet rays. It is 
possible that some of the vascular lesions and atrophy may be due to the patient’s 
previous treatment with ultraviolet rays. 

Dr. S. S. GREENBAUM: I am still in doubt about the diagnosis, as I was a 
month ago. I have had the advantage of the other physicians who have taken 
part in the discussion in looking up this case in the past month, and the condition 
does not fit in with the description of Jacobi’s disease: There is no pigmentation 
and no itching, and the atrophy is not marked histologically and is superficial 
clinically. I am not prepared to place the case in that group. I cannot see how 
exposures to ultraviolet rays would produce that sort of thing, and the use of the 
grenz rays over so extensive an area is, I think, out of the question. 











A Case For DtacGnosis. Presented by Dr. G. E. PFAHLER. 


A white woman, 60 years old, presented a condition of the nails which had 
begun two years earlier with blackness extending around the borders of the nails 
and later covering almost the entire nail. So far none of the nails had dropped 
off. She had done housework all her life, and had not changed her habits at 
the time of onset. 


DISCUSSION 


Dr. G. E. Pranier: I first examined the patient, about seven weeks prior 
to presentation. There was practically no change during that period except that 
discoloration of the left thumb extended perhaps 50 per cent. Most of the members 
present know of the article published by Dr. H. J. Templeton recently in The 
Journal of The American Medical Association (97:1950 [Dec. 26] 1931) in 
which he described this condition as onycholysis. It seems to be rare in the 
literature, but perhaps it is not rare in your experience. In the five cases that 
Dr. Templeton reported the patients had consulted him with the belief that the 
condition was caused by work. The condition had developed following the soaking 
of the hands in water a great deal, the washing of bottles, etc. He then said 
that he found none of these cases in the literature, but that Dr. Oppenheim had 
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reported three cases recently, which, according to the history, were almost similar ; 
these patients had done a considerable amount of laundry work, so that the results 
seemed to follow excessive soaking of the hands in wash-water of some kind and 
were perhaps due to some alkali in the water. 

There is a history of this patient having taken mercury at the time of the 
onset of this condition. I might add that the toe-nails are in the same condition 
as the finger-nails, except that they are not black. The patient says that this is 
due to the fact that the toe-nails can be kept clean. 

Dr. W. O. Roop: I do not see why this condition does not come under the 
category of fungus infection involving the nails of the hands and the feet. One 
finds on the palmar surface of the right hand a lesion that could easily be a 
mycotic infection, and I should suggest that the nails be examined carefully, if it 
has not been done. Of course, a fungus infection of the nails, as is known, is 
extremely difficult to cure. 


Dr. H. J. Smitu: I think that this case is entirely different from the ones 
described at the meeting of the American Medical Association. The condition 
considered there was simply a separation of the nail from the nail-bed. This dis- 
coloration is more likely to be chemical discoloration than pigmentation, and 
because of the involvement of the nails of the toes as well as of those of the fingers, 
I am inclined to think that the condition is a fungus infection. 


Dr. Joun H. Stokes: I think that one would feel some hesitation in classify- 
ing this condition with onycholysis of the Oppenheim-Templeton variety. I saw 
one case just before Dr. Templeton read his paper, and confessed myself baffled. 
It was not until I recalled it in retrospect on hearing his paper that I made the 
diagnosis. This woman’s nails curled like a wood shaving, and had a faint bluish 
tint. She was in society and never had her hands in water except for cleansing. 
The suggestion of mycosis made by the two previous discussors deserves considera- 
tion. I recall a black thumb-naii which puzzled my associates and me greatly 
several years ago from which an aspergillus was grown. Our mycology was 
not of the best, and we might have picked up a tramp or a contaminant of some 
sort, but at that time we thought aspergillosis was a possible explanation of the 
condition. 

A pigmented nevus at the base of the nail may also be responsible in involve- 
ments of a single nail. I have seen a melanotic color involving half a_ nail, 
arising from a melanomatous nevus of the nail-bed. I am not inclined to believe 
that this condition is onycholysis. The possibility of mycosis should be further 
studied. 

Dr. F. D. We1pMAN: I do not think that this is a case of onycholysis. As | 
recall it, the changes in onycholysis are more marked toward the base of the nails 
and the periphery and much more definite than those shown by this patient. I think 
that the color of this patient’s nails, allowance being made for the unnatural color 
that comes from artificial coloring (cosmetic) is ghastly, with much blue in it. 
I do not want to suggest with finality that this condition is dermatitis artefacta, but 
I think that ought to be considered. The patient does not impress me as being 
malingering, but there is an inky cast to the color of the nails, and I suggest 
that that phase be gone into before the case is finally catalogued. 

Dr. E. F. Corson: I think that it is highly illogical to believe that there is 
a uniform involvement of all of the nails practically simultaneously; also, this 
condition certainly is not the usual type of ringworm infection, with the broken 
ragged discolored edge that one is accustomed to. I believe it is rather some 
underlying developmental or atrophic change in the nails. 


PARAPSORIASIS. Presented by Dr. V. C. GARNER. 


A boy, aged 12 years, presented a dermatosis of one year’s duration limited 
to the trunk and the proximal segments of the extremities. The eruption was 
characterized by discrete, widespread, maculopapular lesions and macular patches 
the size of a dime. For the most part the eruption was devoid of scales, but scales 
could be curetted from the surface of many of the lesions. Associated with this 
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eruption there was macular depigmentation of the upper part of the back, the 
shoulders and the arms. Dr. Kulchar of our staff brought to my attention an 
article by Michelson, which reviews the association of leukoderma with pityriasis 
lichenoides chronica originally described by Arntz in 1910. It is uncertain whether 
the leukoderma is secondary to involuted lesions or merely a concomitant condi- 
tion, but at least the association had often forced the making of a diagnosis of 
secondary syphilis. 
DISCUSSION 

Dr. Joun H. Stokes: I should like to concur in the diagnosis and to say 
that I think more than casual attention ought to be paid to this resemblance to 
a syphilid. My illustration for pityriasis lichenoides chronica for my textbook 
on syphilis was taken from the collection of a famous dermatologist who had 
himself labeled the lesion a pigmentary syphilid; this is not a mistake that the tyro 
alone can make. 


A Case For D1iacnosis. Presented by Dr. E. F. Corson. 


V. M., a girl, 8 years old, had an eruption on the neck and upper part of 
the trunk beginning four years before presentation. The mother described it 
as resembling a heat rash, and said that it was freckled in places. At first it 
was present only in summer, but for the past year it had been noticeable winter 
and summer. At presentation the patient showed mainly circular depressed scars 
with a few discrete infiltrated papules. The eruption had spread from the original 
location to the forearms, legs and lower portions of the face. It was nonpruritic. 
There was nothing in the past history of the child to account for it. The case was 
seen for the first time only a day previous to presentation, so that no biopsy or 
blood studies had been made. 

DISCUSSION 


Dr. Joun H. Stokes: I suggest the diagnosis of striae et maculae atrophicae. 
Dr. E. F. Corson: There is no history of open sores. These infiltrated 
nodules, rather deep in the skin, best seen at presentation on the back of the 


neck, changed into scars without the mother having observed any breaking down 
of the tissue on the surface at all. The eruption looked as though there might 
have been such a breaking down. The mother says that the marks seen at 
presentation become blue in the winter time. 

Dr. S. S. GREENBAUM: The macular atrophy in this patient I think is a 
relic of a former condition. The one active lesion on the back of the neck might 
be worth studying, by means of excision and inoculation of part of the material 
into laboratory animals and histologic study of the remainder. This may be one 
of the early lesions from which the other atrophic patches have developed. 

Dr. V. C. GARNER: I think that this case may conform to the one reported 
by Gilchrist and Ketron of atrophy of the subcutaneous fat, with the develop- 
ment of these peculiar depressed, atrophic, bluish macular lesions. 

Dr. Joun H. Stokes: I had occasion recently to look up the case of Dr. 
Gilchrist that was just referred to. The picture did not resemble the one in 
this case. The process was extremely extensive and markedly inflammatory in 
parts, and the atrophy was pronounced. I think it is a question whether this 
condition is atrophy of the fat. I have seen atrophy of this kind develop as 
sunken spots without the slightest trace of erythema that the patient could describe. 
| have photographs of a patient who had seven or eight such spots on the face 
and body into which one could almost have put the ball of the thumb, in which 
there had been no preceding erythema or change of any kind. The lesions could 
not be classified as morphea, or as von Recklinghausen’s disease; they stood out 
entirely by themselves. Then I have seen around the waist the comparatively 
familiar picture of striae et maculae atrophicae in the male, so that these lesions 
could not be traced to pregnancy. I think that the diagnosis in the present case 
will have to remain unsettled to that extent. I hope that biopsy will reveal some- 
thing, but I fear that there will not be much evidence. 
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Mycosis Funcorpes. Presented by Dr. J. T. Betcrape for Dr. S. §. 
GREENBAUM. 

A white woman, 66 years old, was presented who had been before this society 
about four months previously, with an eczematoid eruption about the face, scalp and 
neck, with considerable itching. In addition she had had a plaque on the fore- 
head about 3 cm. in diameter and somewhat elevated. Similar lesions, a little 
less conspicuous, were on the back of the neck. During those four months she 
had received roentgen therapy and ten injections of neoarsphenamine. The condi- 
tion at this presentation was much worse. The lesion on the forehead had grown 
to the size of a hen’s egg. The patient’s general health was apparently good. 
She was presented to show the progress of the case and for therapeutic suggestions. 


DISCUSSION 

Dr. E. F. Corson: I agree with the diagnosis, but this condition, especially 
the lesion on the front of the forehead, looks like what the English dermatologists 
sometimes call a “tomato” tumor. Such growths usually occur on the scalp or 
nearby skin, and sometimes prove to be endotheliomas of the scalp, but a rela- 
tively benign epithelioma, less dangerous than it appears at first sight, is sometimes 
responsible. 

Dr. S. S. GREENBAUM: I wonder if any one has had any experience in 
electrocoagulation of the tumors. Would they grow again, or what would happen? 
This tumor is radioresistant now and will probably keep on growing. 

Dr. Joun H. Stokes: I have often wondered why some one did not try 
electrodesiccation. I thought of suggesting that a portion of this lesion be excised 
and an emulsion made of the killed tissue, to be injected intramuscularly. Some- 
thing should be done. I think that electrodesiccation is a worth while suggestion. 
These tumors have a tendency to heal spontaneously, so that removal might result 
in spontaneous healing. Of course, there would be nothing curative in this 
treatment. 

Dr. W. O. Roop: Instead of electrodesiccation, why not operation? 

Dr. J. M. ScuHi-pKrautT: I suppose that the advantage of electrodesiccation 
is not to open up the tissue. 

Dr. S. S. GREENBAUM: I saw this patient when the condition first began 
five years before presentation. She had a lichenified area on the left cheek 
which was very pruritic and for which I gave her roentgen treatment. The con- 
dition had cleared up when I last saw her. I was surprised to see her come to 
the Polyclinic Hospital Clinic with these tumors on the neck and forehead. They 
were the result of a premycotic condition that was impossible to recognize when 
I originally saw her, but the thought I had in mind was that since the condition 
began as a local one it may be nct altogether systemic. At any rate, something 
should be done, at least for temporary cosmetic results, if not for cure. 


REPORT ON A CASE PREVIOUSLY PRESENTED. By Dr. F. D. WEIDMAN. 


I have a follow-up report to make on the case of William Wright, who has 
been shown here on two occasions, both times by myself. He was first admitted 
to the Philadelphia General Hospital with lichen planus of the mouth. Sub- 
sequently I showed him as presenting a case of hypertrophic lichen planus, with 
large, almost fungating lesions on the left lower extremity and myriads of lichenoid 
papules on the arms. None of the members of the society agreed that the papules 
on the arms were typical of lichen planus. The man died about a week ago; he 
showed frank tuberculosis of the peribronchial and other lymph nodes, and in 
addition, even in the same lymph node there were both the changes of Hodgkin's 
disease and classic caseous tubercles. When I first presented him it was as having 
Hodgkin's disease in association with lichen planus. That diagnosis was confirmed 
histologically by necropsy. 
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The interest in this case, of course, is not the association of tuberculosis with 
Hodgkin's disease, which has long been familiar but the cutaneous manifestations. 
Whether this patient did or did not show a widespread papular and hypertrophic 
lichen planus (at one time both Dr. Brown and I saw a classic lesion of lichen 
planus in the mouth), he had lichen planus at one time and, if not a true Hodgkin’s 
disease in a full classic sense, a condition very close to it. The pathologists with 
whom I conferred were much interested in the occurrence of Hodgkin’s disease 
and tuberculosis in the same section in a lymph node. I think that dermatologically 
the lesson confirms the old suspicion as to the relation of at least some cases of 
lichen planus with tuberculosis. Personally, I cannot be dogmatic in the matter. 
I have felt for a long time that lichen planus is not an etiologic entity, but a 
clinical one, and that among the etiologic factors concerned tuberculosis must 
he at least numbered. This suspicion is strengthened by this recent experience. 
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PAPULONECROTIC TUBERCULID. Presented by Dr. FRED WISsE. 





J. R., a girl, aged 18, was previously presented by Dr. Marion B. Sulzberger 
with the same diagnosis at the meeting of the Section of Dermatology and 
Syphilology, New York Academy of Medicine, on Jan. 5, 1932. The patient now 
has a number of new typical papulonecrotic tuberculid lesions on the extensor 
surfaces of the arms, hands and legs. The roentgenogram of the lungs and the 
physical findings demonstrated active pulmonary tuberculosis in the apexes. As 
previously reported, the tuberculin reaction was markedly hypersensitive. 










DISCUSSION 


Dr. BenjJAMIN F. Ocus: I do not think that I could make a diagnosis 
other than that suggested by the presenter. 

Dr. Max ScHEER: I also agree with the diagnosis as presented. I think 
that the condition is a deep variety of tuberculid. 

Dr. Paut E. Becuet: The lesions on the arms are typical of papulonecrotic 
tuberculid; there are also a considerable number on the legs, but the nodular 
lesions on the lower third of both legs are definitely those of erythema induratum, 
because they are superficially indurated, and several have broken down, forming 
ulcers. Periphlebitis nodularis necroticans is much more deeply situated; the 
induration is subcutaneous and arranged in a beadlike formation, with little, if 
any, inflammatory reaction in the skin, and ulceration never occurs. As the 
lesions retrogress, the skin is pulled down, leaving a dimpled, and, at times, deep 
recession. Periphlebitis nodularis necroticans is a distinct clinical entity, with 
symptoms that can be clearly differentiated from erythema induratum. How- 
ever, it is possible that it is an aberrant form of the latter disease. 

Dr. Davin L. SATENSTEIN: During the past thirty years this question has 
heen discussed many times in the literature; it has been emphasized that the 
phlebitis is not peculiar to tuberculous conditions but may also occur in association 
with syphilis and, possibly, independent of both of these diseases. 

The disease, phlebitis nodularis necroticans, is a distinct entity, with a different 
clinical picture, course and termination. The relation of such cases to tuberculosis 
is doubtful, and in many of them there is, in all probability, no connection. 
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BerRLock Dermatitis. Presented by Dr. Lupwic OULMANN, 


A. S., a woman aged 24, was exposed to the sunlight at the beach for several 
hours in August, 1931. When she arrived home she applied eau de Cologne to the 
burning parts —the chest and both axillary regions. The next morning she felt 
increased burning, and the areas where she had applied the perfume were more 
reddened than the rest of the body. She did not remember whether or not she 
went out the next day or the day afterward. 

The affected parts became deeply pigmented, and the patient showed a patch 
on the breast and two bands 3 inches (7.6 cm.) in width, reaching from the 
axillae around both arms. The pigmentation became lighter after two applications 
of mercuric chloride by cataphoresis. 

The patient is a brunette and shows pigmented nevi. 


DISCUSSION 


Dr. MARIon B. SULZBERGER (by invitation): Generally, pigmentation appears 
after an inflammation which is usually due to a combination of sunlight and ultra- 
violet or other rays. In this case, the perfume alone may have caused dermatitis. 
It is questionable whether berlock dermatitis can occur as simple pigmentation 
without preceding erythema. Subclinical erythema may have been present in 
these cases. 


Biastomycosis (?) Cutis OF THE LEG. Presented by Dr. Lupwic OuLMANN. 


M. B., a woman, aged 44, suffered for several years from a disturbance of 
the stomach, for which she took “all kinds” of medicine. About eight months 
before presentation she recalls having taken something with a salty taste; she 
used it for three weeks. Six weeks before presentation she noticed some painful 
nodes on both legs. She was confined to bed, and was under the care of several 
physicians who treated her with local applications. The nodes on one side dis- 


appeared, while on the other side the lesion became larger, ulcerated and vegetat- 
ing. There were hundreds of tiny openings discharging pus. 

Smears contained double-contoured cells as well as mycelia containing spores 
and free spores. 

Cultures on Sabouraud’s medium showed, as was demonstrated under the 
microscope, a clear picture of the double-contoured cells, plus spores of different 
sizes. 

At presentation, after the patient had received potassium iodide and a dry 
dressing had been applied, a scab was formed which discharged pus under pressure 
from several small openings. 

While at the time of presentation the clinical picture was not as clear as when 
I saw the patient four days previously, the clinical picture in combination with 
the smears from the lesion and the cultures leave no doubt as to the diagnosis. 


DISCUSSION 

Dr. Frep Wise: From the clinical appearance, I should not be inclined 
to accept the diagnosis of blastomycosis. The lesion resembles a bromoderma. 

Dr. Paut E. Becuet: I agree with Dr. Wise. The objective evidence does 
not favor blastomycosis. 

Dr. GeorGeE MacKeeE: Clinically, I think that I should make a diagnosis 
of probable blastomycosis because of the history and because the lesion is vegeta 
tive and pustular. Naturally, the final diagnosis must depend on the microscopic 
findings. 

Dr. Lupwic OutmMaAnN: If you had seen the case a few days ago, before 
the patient received treatment with iodine, all would have agreed. One can still 
see some of the miliary fistulas discharging pus. The culture’ is positive for 
double-contoured cells and spores of different size, while the smear shows mycelia 
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containing spores besides a few cells. The taking of a salty medicine eight months 
before presentation for three weeks would not give a positive culture, and the 
lesion seen at first did not suggest a bromide eruption. A bromine test will be 
made and a biopsy shall be performed. 

Note.—Subsequent examination revealed a superficial infection with Oidiomy- 


cetes. 








Presented by Dr. FRED WIsE 





ANGIOSARCOMA? GRANULOMA PYOGENICUM? 
for Dr. RINZLER. 


E. S., a girl, aged 7, from the clinic of the post-graduate hospital, presented 
a small pea-sized tumor about 1% inches (3.8 cm.) from the sternal end of the 
left clavicle. The tumor was hemispherical and protruded above the level of 
the skin, and the epidermis over it was unbroken. There was no bleeding or 
ulceration. The color was approximately plum and the consistency soft elastic. 
There was no fixation to the underlying tissues, and at the base of the tumor, 
fine-drawn telangiectatic vessels invading the surrounding skin were to be seen. 
There was a history of a much smaller lesion of four months’ duration which about 
three weeks prior to presentation had been sprayed with ethyl chloride for 
therapeutic purposes. The original lesion had then grown rapidly and was now 
three times its original size. 
The patient was presented for suggestions as to therapy. 


DISCUSSION 

Dr. LupwiG OuLtMANN: When after being irritated, a lesion of this type 
starts to grow, one cannot exclude malignancy. The lesion does not look like 
granuloma pyogenicum. It is either an angioma or an angiosarcoma. I advise 
excision and microscopic examination. About twenty-five years ago I presented 
a case of angiosarcoma, proved by biopsy, to this society. The condition cleared 
up under arsenical medication, and the patient is alive today. 

Dr. ANDREW J. Gitmour: I think that the condition is angiosarcoma. 

Dr. Paut E. Becuet: The lesion is nevoid. I do not believe that it is 
malignant, but as in all doubtful cases, it should be excised rather widely by 
means of the cutting current and the lesion examined microscopically. 

Dr. Max ScHEER: I think that the lesion is a sarcoma, and, in all probability, 
angiosarcoma. 

Dr. Louts Mount: In my opinion the condition is angiosarcoma because of 
the color, feel and slow growth. 

Dr. BENJAMIN F, Ocus: I should suggest wide excision followed by roentgen 
treatment. My diagnosis is angiosarcoma. 

Dr. Marion B. SutzBerGER: I do not think that radical treatment is 
indicated. It is impossible to make nearer diagnosis than tumor, probably malig- 
nant. Histologic diagnosis must come to our aid. I should be interested in 
suggestions as to therapy. 

Dr. Davip L. SATENSTEIN: The lesion has none of the characteristics of a 
malignant sarcoma, and is too firm for an angioma. It should be removed for 
histologic study; until that is done and a definite diagnosis established, I do not 
see any indication for radical surgical intervention or radiation. 

Dr. GeorceE MacKee: It is my opinion that the condition may be either 
granuloma pyogenicum or sarcoma. If it is sarcoma, it is probably angiosarcoma. 
Pyogenic granuloma may be perfectly dry, and it need not be pedunculated. In 
fact, it may exactly resemble this lesion. However, as we are in doubt about 
the diagnosis, I think that it is advisable to excise the lesion for the purpose of 
obtaining a cure and also in order to examine the tissue microscopically. 
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Mycosis Funcorpes. Presented by Dr. Lupwic OULMANN. 


D. L., a man, aged 58, stated that twenty-five years before presentation, after 
he had had a discharge from the ear, a cutaneous lesion on the side of the neck, 
the size of a quarter dollar, appeared. The lesion was pruritic and was covered 
by an easily removable scab; at times it would disappear under treatment, and 
at other times cleared up spontaneously. The lesion was diagnosed as eczema, 
Each time it returned, it was slightly larger. Seventeen years before presentation, 
the lesion became much larger, reaching the size of a silver dollar; however, it 
cleared up at times. 

The patient, who handles galvanized metals, attributed the eruption to his 
occupation and discontinued his work several times during the summer months, 
exposing the lesion to sunlight. The condition improved or cleared up entirely, 
only to return in a worse form. 

Two and a half years before presentation the lesion became three times larger 
around the mandibular region, extending behind the earlobe. The lesion became 
more itchy and annoyed the patient, especially in the evening, and kept him from 
falling asleep. 

The eruption was always dry, being scaly and thickened, and it interfered with 
shaving. 

Last summer, the lesion broke down and exuded; it was painful and he had to 
keep it continually bandaged. Two walnut-sized tumors formed at the region 
of the neck below and behind the ear. They were painful, and the rest of the 
lesion was itchy. 

I saw the patient in October, 1931, for the first time. The lesion extended 
from the hairline in back of the ear to the height of the middle of the ear, down 
to the neck and in front, to the outer third of the cheek. The area was larger than 
it is now; it was the size of a palm and contained two ulcerating tumors. The 
surface was partially oozing, partially covered with scabs. The skin was infil- 
trated. The patient had two skin doses of roentgen rays administered through 
aluminum filters 4 mm. in width, and the lesion had almost disappeared; the 
tumors vanished entirely, and the patient did not reappear for some time, until 
seven weeks before presentation. Since then the condition had become worse 
again, and the itching had returned. 

At presentation, the patient revealed an infiltrated, dry skin with few scales, no 
scarring or atrophy and at the side, where the tumors had been, two scabs. 

In connection with the history, the long duration, and the formation of tumors, 
a diagnosis of mycosis fungoides was made. Biopsy observations will be reported 
later. 

DISCUSSION 

Dr. Louts B. Mount: It is most unusual to find mycosis fungoides limited 
to one small area for so long a time. The lesion which the patient now presents 
may be an epithelioma engrafted on lupus erythematosus. 

Dr. Max SCHEER: The presence of a lesion in one location for twenty years 
is unusual in mycosis fungoides. The lesions look like lupus erythematosus with 
possible malignancy, though one cannot be sure until the crusts are removed and 
the lesion examined. 

Dr. Lupwic OutMaNN: I could not see the least indication of any form of 
lupus. As I stated, a biopsy, which is sometimes difficult to obtain before pres- 
entation, will be performed and the tissue forwarded to Dr. Satenstein. 


THREE SYPHILITIC SUPERINFECTIONS. Presented by Dr. Mrnran OB. 
PAROUNAGIAN. 


E. M., aged 34, entered the Bellevue Hospital Clinic, on Oct. 22, 1925. He 
presented a genital lesion, to the left of the frenum, of four days’ duration. The 
period of incubation had been eleven days. A Wassermann examination gave 
negative results; a dark-field examination gave positive results. 
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Treatment consisted of eight injections of arsphenamine and thirteen of mer- 
curic salicylate, given from Oct. 29, 1925, to May 11, 1926. A Wassermann 
examination made on June 1, 1926, gave negative results. 

The patient was absent from the clinic until Sept. 19, 1929, as he was away 
from the city. He had not received treatment during his absence. 

On Sept. 19, 1929, he presented a new genital lesion, which was said to be of 
six day’s duration. He had been exposed three weeks prior to that date. The 
dark-field examination gave positive results on September 24 (five days after 
admission), and the Wassermann examination was reported 2 plus. 

The lesion was on the ventral aspect of the prepuce, left of the frenum. Treat- 
ment for the second infection was instituted on Sept. 24, 1929, comprising six 
injections of neoarsphenamine and fifteen of mercury salicylate; it was continued 
until Feb. 10, 1930. He was presented at the meeting of the Section of the New 
York Academy in October, 1929. 

The patient returned on Jan. 15, 1932, with a new lesion, involving the sulcus, 
prepuce and a portion of the glans penis. He had been exposed two weeks prior 
to that date. The duration of the genital lesion was nine days. On Jan. 18, 1932, 
the Wassermann reaction of the blood was 4 plus, and the results of a dark-field 
examination were negative. Treatment was instituted again. 






















DISCUSSION 






Dr. GEORGE ANDREWws: I think that the history fails to satisfy the usual 
requirements for a positive diagnosis. 

Dr. MAx SCHEER: In this case the data are insufficient, and no conclusion 
can be drawn from them to warrant the assumption of three infections. 

Dr. Davin L. SATENSTEIN: The presenter has advanced no evidence of a 
cure of the so-called first infection. I think that this case should be investigated 
further and reported later with additional data. 

Dr. GEORGE MacKeeE: We should be careful in allowing cases of this kind to 
be reported in the literature as cases of reinfection or superinfection. In the 
present case, the history is interesting but exceedingly uncertain and incon- 
clusive. I am inclined to believe that the patient has had two recurrences rather 
than two superinfections or reinfections. 
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SYPHILIS OF THE ScaALp. Lupus ErytHematosus oF Face, Presented by 
Dr. E. L. Ovrver. 


J. G., an American, aged 44, white, a metal polisher, from the dermatologic 
department of the Massachusetts General Hospital, has had lesions on his face 
for twenty years. Five months prior to this presentation following trauma a 
sore developed on the scalp which has not healed with local treatment. At the 
present time the lesion on the scalp is 3 cm. in diameter with an advancing border 
surrounding a zone of seropurulent material and a central core. On both sides 
of the face are many slightly raised papules varying in size from that of a 
pinhead to that of a pea, slightly scaly and pale pink, with atrophic centers, some 
of which are scarring. The Wassermann and Hinton tests of the blood were 
strongly positive. 
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After one week of treatment with potassium iodide the lesion of the scalp 
has improved greatly. 

DISCUSSION 

Dr. A. W. CHEEVER: I feel sure that the patient has lupus erythematosus 
on the face, and the treatment that he has received has probably changed the 
appearance of the lesion on the scalp. Superficially, the picture is consistent with 
a diagnosis of syphilis. 

Dr. J. W. Lane: I think that the condition is a typical ulcerating nodular 
syphilid of the scalp. 

Dr. C. G. Lane: I was interested in the statement that the lesions were on 
the face twenty years ago. If that is true, that fact probably rules out tertiary 
syphilis. As one looks at the condition, especially on the left side, it is easy to 
make out a segmental arrangement of many of the lesions, with areas of atrophy 
and no color inside. This can be accounted for by the past treatment with 
carbon dioxide snow, but from the clinical appearance I suspect that these are 
superficial late syphilitic lesions. The history of twenty years’ duration, however, 
tends to rule out that diagnosis. 

Dr. E. W. KarcuHer: None of the lesions has the infiltration of nodular 
syphilis. 

Dr. W. T. GARFIELD: The outline and character of the lesion on the scalp 
certainly look syphilitic, but there is no infiltration of gummatous formation. 


Nore: At a later meeting Dr. Oliver reported that the lesion on the scalp 
had entirely healed after the use of small doses of potassium iodide. There was 
no doubt but that the patient had both syphilis and lupus erythematosus. 


TERTIARY SyPHILis. Presented by Dr. A. M. Simmons, 


A. G., a white man, aged 31, an American chauffeur, was admitted to the 
Boston Dispensary in November, 1928, with a diagnosis of secondary syphilis. 
He was treated fairly regularly until August, 1930. He then took treatment 
irregularly, and a generalized recurrent secondary eruption developed. Six months 
later, multiple gummas developed on the forearm and the scalp. He failed to 
take treatment faithfully, and new lesions appeared on the hard palate, ears and 
scalp. He resumed regular treatment, and some lesions healed while others 
became worse. Later tibial periostitis developed. 

Examination showed areas of cicatrix formation on the scalp with alopecia, a 
deep irregular ulceration involving the lobe of the left ear and the adjoining 
portion of the skin and subcutaneous tissue, perforation of the hard palate and 
periostitis of the right tibia, with redness, swelling and tenderness. 

The Hinton, Wassermann and modified Kahn tests of the blood were positive. 
Roentgen examination of the right tibia showed roughening of the periosteum and 
thinning of the cortex at the junction of the middle and upper thirds of the crest 
of the right tibia. 

The patient has been treated with arsphenamine, large doses of sodium iodide 
intravenously, bismuth salicylate, mercury salicylate, intravenous injections of 
bismuth tartrate and a quartz lamp. The lesion involving the left ear is getting 
worse in spite of this intensive treatment. 


DISCUSSION 

Dr. W. T. GarFiecp: I suggest that biopsy be done on the lesion on the ear. 
It seems to me that there is too much destruction for it to be due entirely to 
syphilis. The other syphilitic lesions seem to have healed, except the one on the 
shin, and one would expect that to absorb much more slowly. 


Dr. W. P. BoARDMAN: The case seems to me to be one of malignant syphilis. 
One used to see these cases more often before the use of arsphenamine and 
bismuth, there would be no response, and then after a time the patient would get 
better. This man has had intensive treatment, and if he is given a little nux 
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yomica and gentian for three or four weeks and the treatment is then resumed 
the condition will probably respond much better. 

Dr. E. L. Oriver: I agree with Dr. Boardman, and I think that iron and 
possibly liver extract might be added. 

Dr. J. W. Lane: I am strongly of the opinion that the man is going to lose 
his ear and part of his face if biopsy is not performed soon. In spite of the 
fact that he is syphilitic, I think that this examination should be made. 

Dr. Francis T. THURMAN: The lesions on the back that are now healed 
looked the same as the one on the ear for several months. 

Dr. Jos—EPpH MULLER: I think that patients with syphilis resistant to treat- 
ment are sometimes benefited by injections of foreign protein. This should be 
followed by anitisyphilitic treatment, if possible a change being made to an anti- 
syphilitic drug not previously used. 

Dr. J. W. Lane: Why is it that in this patient all the other lesions have 
healed under antisyphilitic treatment while those in soft tissue, which one would 
expect to do so, have not healed? 

Dr. A. M. GREENWOOD: I think it is unwise to wait for therapeutic results 
in cases in which there is a question of malignancy. 

Dr. A. M. Simmons: I will take a biopsy specimen and report on the results 
of the examination later. 

Note.—A biopsy was done on the lesion of the ear, and chronic inflammatory 
tissue was reported. Under combined treatment with arsphenamine and mercury 
the lesions healed in two or three weeks. 















INFECTION WITH AN ANAEROBIC STREPTOCOCCUS AND A STAPHYLOCOCCUS 
WHICH HAD A SymBioTic AcTION. Presented by Dr. A. M. GREENWOOD. 


M. L., aged 41, a Jewish-American housewife, was admitted to the dermatologic 
department of the Massachusetts General Hospital, with the history that following 
a scratch by a cat two months previously the back of the right hand became 
infected. The infection continued to spread until it involved practically the entire 
back of the hand. The periphery of the lesion consists of an area of red, elevated 
skin from beneath which pus can be expressed. Beyond this there is a small area 
of erythema. The central portion of the lesion s composed of piled up, dry, whitish 
necrotic material. In some places it is blue-red or oozing. This material can be 
pulled off revealing normal raw surface. The patient had a positive Wassermann 
reaction of the blood in 1919, but took very little treatment at the time. During the 
two years prior to the injury she had had eighteen injections of arsenic and twenty- 
five of bismuth, but no treatment had been given during the six months preceding 
the injury. During the month prior to this presentation she has received two 
arsenical injections, with no improvement of the hand. She also received potassium 
iodide, and locally black lotion, N. F., heat and ultraviolet and roentgen radiations. 
These measures did not retard the spreading of the lesion, although the central 
part healed. Excision with the electric cautery produced an apparent cure. 

Cultures showed staphylococci and an anaerobic streptococcus which had a 
symbiotic action, as shown by animal experiments. There was no yeast. 

The Hinton and Wassermann reactions of the blood were strongly positive. 

Biopsy showed inflammatory tissue, which was not neoplastic, not suggestive of 
syphilis and not characteristic of ordinary streptococcus or staphylococcus infection. 


DISCUSSION 


Dr. A. M. GrREENwWooD: This woman entered the hospital with an old lesion 
on the back of the hand where the granulation tissue is now seen. The borders 
were verrucous, and from between the papillary outgrowths a great deal of yellow 
pus could be expressed. It obviously was inflammatory and was spreading. There 
were strongly positive Wassermann and Hinton reactions. On the gross evidence 
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my associates and I declined surgical assistance after holding a surgical consulta- 
tion, thinking that we ought to give the patient the benefit of antisyphilitic treat- 
ment. She was given vigorous treatment for ten days or two weeks, with no 
marked improvement, after which we called on the surgeons again, and you see 
the result. 

Dr. Jacop LoNGAcRE: When my associates and I first saw the lesion it was 
as Dr. Greenwood has just described it. Having in mind the work of Dr. Meleney 
in New York on the bacteriology of chronic progressive ulcerations of the 
abdominal wall, we thought from the appearance and the spread of the lesion that 
it might be due to one or possibly two organisms, and if there were two, possibly 
they were working together. I made curettings of the lesion, and from the 
periphery of the ulceration I was able to get pure micro-anaerobic Streptococcus 
haemolyticus. In order to follow out the work of Meleney, we thought we would 
see what the organism would do to animals, by means of injection into guinea- 
pigs. The injection of staphylococci led to formation of abcesses. The strepto- 
coccus produced an erythema which cleared up on the third or fourth day. The 
organisms combined, when injected even in smaller quantities, produced a gan- 
grenous lesion in twenty-four hours and death on about the third day. We were 
able to reproduce this lesion time and time again. I have some photographs that 
illustrate this. We thought that the lesion might be due to any two organisms 
that came together. To rule out that possibility we took another staphylococcus 
and a hemolytic streptococcus and combined them with our original organisms, but 
in no case were we able to reproduce the lesions. The conclusion that we drew 
was that the lesion was produced by two active organisms which growing together 
lead to this type of ulceration. We therefore carried our experiments a little 
further to see whether this reaction was brought on by an aggressive combination 
or by one organism multiplying more rapidly in the presence of the other, when 
the other created a more favorable environment. From the appearance of the 
results at the present time it seems that the lesion is due to the action of necrotizing 
toxins of the staphylococcus on tissue rendered vulnerable by an aggressin pro- 
duced by the organisms growing together. After the case came to Dr. Churchill, 
in excising the entire area he found that the process involved only the skin and 
subcutaneous tissues and did not extend below; so none of the nerves or blood 
vessels were destroyed. In making microbacteriologic studies of a section of the 
tissue we found that the purest staphylococci were just underneath the skin and 
the purest streptococci in the deepest section; with these organisms we were again 
able to reproduce the lesions. We are making further studies in this connection. 

Dr. F. P. McCartuy: I think that this phase of the case is very interesting 
because of the fact that for routine tests in practically all our bacteriologic 
studies the cultures are aerobic, and the routine use of anaerobic culture mediums 
might bring out some of these cases that possibly have been overlooked. I have 
seen two cases of these gangrenous processes on the skin of the abdomen, one 
a good many years ago in Panama, in which the entire wall was a mass of 
gangrene. The other case was associated with an operation on a diabetic patient 
for acute appendicitis. The process in both these cases went very deep and 
destroyed the muscles, and one patient died. The other patient recovered after 
treatment of the diabetes. The case presented here shows a condition different 
from the deeper gangrenous lesions usually seen, a very superficial lesion which 
has been proved microscopically to involve only the skin and subcutaneous tissue. 
This case suggests that the anaerobic culture should be used more than it has 
been. 


SypuiLitic Pertostitis? Presented by Dr. C. G. LANE. 


V. K., 26 years old, Armenian, single, was admitted to the dermatologic depart- 
ment of the Massachusetts General Hospital with a history of primary infection 
in August, 1927; he had a positive Wassermann reaction. The primary lesion 
was accompanied by marked edema of the prepuce beneath which were several 
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large chancroidal ulcers. The patient received seven intravenous injections and 
six intramuscular injections up to December, 1927, and then the treatment lapsed 
until August, 1928. In the next year and a half he received forty-five injections 
of arsenicals and sixty of bismuth. After a rest of three months the patient 
returned with a red tender spot over the lower third of the left tibia about 3 
inches (7.5 cm.) in diameter. The Wassermann reaction was negative at that time. 
Sodium iodide and weekly injections of neoarsphenamine, 0.6 Gm., and bismuth 
salicylate, 1 cc.," were given from then until August, 1931. In August roentgen 
examination showed cortical thickening but no evidence of destruction of bone. 
Weekly injections of arsphenamine and bismuth were continued until Aug. 17, 1931. 


DISCUSSION 

Dr. C. G. Lane: The patient was seen for the first time today. He was 
sent with a questionable diagnosis of scleroderma or of an arsenical manifesta- 
tion. In spite of the fact that the roentgenogram was essentially negative, the 
condition seems to me to be a manifestation of a late syphilitic process. How- 
ever, the roentgenograms are not particularly good, and I think that more 
should be taken as a control. 

Dr. A. W. CHEEVER: The condition seemed to me much more likely to be 
scleroderma. The skin is greatly thickened, owing presumably to a cicatrizing 
process that does not leave room enough for the deeper tissues. I do not see 
how syphilis would do that, except by an ulcer. 

Dr. A. M. GREENWOOD: What should be the treatment if the condition is 
scleroderma? 

SEVERAL ANSWERS: Potassium iodide. 

Dr. J. H. Biatspeit: I think that scleroderma should be considered carefully 
without reference to the syphilitic history. On palpation the skin is unusually 
firm, and it has a distinctly waxy appearance that is characteristic of scleroderma. 
The outline of the foliaceous border does not show sharply, for on the lower part 
of the leg there is a much darker color and the hair changes the appearance. 

Dr. W. P. BoarpMAN: Should scleroderma be considered in spite of the 
connection with syphilis? 

Dr. J. H. BratspeELL: Scleroderma may exist independent of the syphilis, 
I should say. 

Dr. W. P. BoarpMAN: Is not scleroderma often associated with syphilis, 
alhough it does not always respond to treatment for syphilis? 

Dr. J. H. BLratspeELL_: This patient has been given a great deal of arsenic, 
and Ayer associates arsenic and scleroderma. 

Dr. A. W. CHEEVER: In spite of the possible association of scleroderma with 
arsenic I should not hesitate to go on with that treatment if indicated. One sees 


very little scleroderma due to arsenic. 








HEMORRHAGIC SARCOMA OF Kapost. Presented by Dr. J. H. Swartz. 


S. C., a man, aged 64, an Italian, from the dermatologic department of the 
Massachusetts General Hospital, twenty years ago noticed a number of wine- 
colored lesions in various places. They grew very slowly. Nine months before 
this presentation they began to grow rapidly, especially those on the nose. This 
nasal lesion was excised at the Pondville Hospital. The nasal lesion recurred 
six months ago and was burned with an electric needle. Three months ago new 
lesions began to appear, and in general the cutaneous condition became worse. 
The lesions are situated on the nose, arms, backs of the hands, legs, and trunk. 
There are three types of lesions, all nontender and not ulcerated or oozing: 
(1) rounded papular elevations the size of a small pea, purplish and smooth, which 
appear telangiectatic; (2) large, elevated wine-colored areas, one covering the 
whole dorsum of one hand (they are not indurated and the skin is normal), and 
(3) brown areas similar to the second type. 
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No melanin was found in the urine. The eyegrounds were normal. Roentgen- 
ograms of the chest and of the long bones were negative. Biopsy proved the 
diagnosis. 

The patient has been treated with roentgen rays, but no results have yet been 
obtained. 

DISCUSSION 

Dr. F. P. McCartny: The slide shows an increase of pigmentation in the 
usual location for melanin, namely, in the basal layer of the epidermis. There 
is a large amount of pigment, approaching what one expects to find in the skin 
of a Negro. As to the morphology of the tumor itself, it suggests to me a nevus- 
like tumor of the pigment type rather than Kaposi’s sarcoma. The absence of 
melanuria is against melanotic sarcoma, and in a case as extensive as this one 
would expect evidence of metastases in the liver. I do not think that the 
diagnosis has been proved by the microscopic picture to be that of Kaposi's 
sarcoma. 

Dr. A. M. GREENWOOD: This condition is unusually cellular for ordinary 
Kaposi’s sarcoma, but there are a great many fibers, and it is almost a fibro- 
sarcoma in places. I think the tumor is growing rapidly, but I do not believe 
it is a melanosarcoma. 


PARAPSORIASIS. Presented by Dr. M. M. Totman. 


B. R., a white girl, aged 19, from the dermatologic department of the Massa- 
chusetts General Hospital, for four or five years has had an eruption which has 
never cleared up. There are no subjective symptoms, but the condition seems 
to be irritated by work. The patient has been treated for chronic eczema. At 
the present time she has irregular areas of nonscaly, semiviolaceous lesions. 
They are situated in the axillae and on the buttocks and thighs. The Wassermann 
and Hinton tests have been negative. Biopsy showed merely chronic inflammation. 


DISCUSSION 
Dr. A. W. CHEEVER: The condition is parapsoriasis. 
Dr. C. G. Lane: It is unusual to see parapsoriasis so symmetrically located. 
I do not know that I have ever seen a case or heard of one in which there was 
the symmetry that exists in this case. I did not notice the telangiectasis. In 
my mind the case fitted into the group of those of parapsoriasis. It would be 
interesting to watch the development and see whether any further changes take 
place. May we have a report on the case later? 





DETROIT DERMATOLOGICAL SOCIETY 
H. J. Parkuurst, M.D., Reporter 
Regular Meeting, Feb. 16, 1932 
Craup W. Beun, M.D., Presiding 


Lupus ERYTHEMATOSUS. Presented by Dr. ArtHUR E. SCHILLER. 


A woman, aged 27, with no family history of tuberculosis, gave a vague history 
of having had an eruption on the face many years previously, which had been 
treated by freezing. In 1919, she had noticed an eruption over the bridge of the 
nose and cheeks, which had appeared suddenly and spread rapidly, soon dis- 
appearing after the formation of an abscess near the right ear. About one year 
before presentation a small lesion had appeared over the left eyebrow, with no 
subjective symptoms. 
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There were two scaly, erythematous, raised, scarred areas, one was on the 
forehead and the other on the left cheek. The lesion on the forehead was the 
size of a large coin and showed central atrophy, while that on the cheek was about 
half as large. The oral mucosa appeared normal. There was some dental caries. 








Lupus ERYTHEMATOSUS. Presented by Dr. WiLLiAm G. SAUNDERS. 


A. J., a Jewish woman, aged 30, had first noticed an eruption on the face 
about four years previously. The condition had improved at times, but it had 
never disappeared entirely, and there had been occasional intense pruritus, espe- 
cially on exposure to direct sunlight. 

The lesions were somewhat raised and infiltrated, with an annular and arciform 
configuration and some telangiectasia and follicular plugging. There was no 
apparent atrophy. Histologic slides were presented. 





DISCUSSION 

Dr. GeorGeE H. Betote: I thought that the first case was one of typical 
lupus erythematosus. The scarring may have been due to acne, or it may have 
been fatty atrophy. The second case was more difficult to identify, even with 
the aid of biopsy. 

Dr. Rosert C. JAMIESON: In the first case the scars were probably due 
to freezing with solid carbon dioxide ten years ago. 

Dr. Witt1am G. SAuNpDERS: In the second case, can the possibility of 
erythema multiforme be excluded histologicaly ? 

Dr. HARTHER L. Kerm: The histologic picture is more in line with a diag- 
nosis of lupus erythematosus. 

Dr. LorEN W. SHAFFER: In the second case the history of rapid disappear- 
ance of the lesions is against lupus erythematosus and perhaps in favor of recurrent 
erythema multiforme. 





ERYTHEMA PERNIO (7). Presented by Dr. ArtHuR E. SCHILLER and Dr. 

WiLiiamM G. SAUNDERS. 

Mrs. P. B., aged 37, whose past history seemed irrelevant, had first observed 
swelling of the distal phalanges of her fingers several years previously, the skin 
being dry, inflamed and slightly pruritic. Roentgenologic studies of the phalanges 
were negative, and no definite evidence of pulmonary tuberculosis was found, 
although it could not be excluded. The Wassermann reaction was negative. 


DISCUSSION 
Dr. HARTHER L. Ketm: This condition is hard to label. The circulation 
seems definitely impaired, and Raynaud’s syndrome may appear later. 


Dr. ArtTHUR E. SCHILLER: The present lesions are somewhat hidden as a 
result of ultraviolet irradiation. They were formerly more sharply outlined. 


Dr. Rosert C. JAMIESON: Many immigrants have consumed considerable 








_amounts of rye bread in Europe, thus ingesting a certain amount of ergot. Thus 


chronic ergotism may develop. 
Dr. OswaLtp M. Gruuzit: This condition appears in Jews and not in pure 
Russians, on the same diet. 





ANGIOSARCOMA ARISING FROM A HEMANGIOMA. Presented by Dr. Rottin H. 

STEVENS. 

A. T., a man, aged 20, had had a birthmark on the front of the left leg, which 
had been injured frequently and which had bled copiously after the slightest 
trauma. In September, 1930, radium had been applied to a small area, and from 
November 1 to December 15, 1930, certain parts had been desiccated, healing 
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promptly. Since then there had been a recurrence, and on Feb. 8, 1932, the biopsy 
report had been early angiosarcoma, developing in a hypertrophic hemangioma. 


DISCUSSION 


Dr. Crype K. Hastey: These tumors are usually radioresistant. 


Fox-Forpyce Disease. Presented by Dr. Clyne K. HAsLey. 


Mrs. J. McW., a Negress, had first observed an eruption in the axillae several 
years previously. It had spread to the sternum, around both breasts and to the 
suprapubic region, with only slight pruritus. In those areas there was an 
eruption of small acuminate papules, topped by keratotic plugs and only slightly 
inflamed. 

DISCUSSION 

Dr. GeorGe H. Betote: This condition is rare in our clinic at Ann Arbor. 

Dr. LoREN W. SHAFFER: Histologically, the condition was Fox-Fordyce 
disease. 

Dr. Joun A. Hooxey: The histologic picture is the same as that reported 
by Dr. Peck, that of an intense inflammatory reaction of the apocrine glands. 


EPIDERMOLYSIS BULLOSA HEREDITARIA. Presented by Dr. ARTHUR E. 
SCHILLER, 


Miss F., aged 16, had had blisters* since she had been 2 days old, which were 
said to have developed following trauma. There were no bullae at the time of 
presentation, but on the anterior surface of both legs there were many bluish 
areas at the sites of previous lesions. Small white papules were scattered over 
the dorsum of the left hand, about the neck and on the buttocks. All of the 
finger-nails and toe-nails showed dystrophic changes, and several toe-nails were 
lacking. 

DISCUSSION 

Dr. HARTHER L. Kerm: At present it would be difficult to make the diagnosis. 

Dr. CLaup W. BeEHN: When I last saw this patient, eighteen months ago, 
lesions appeared following trauma. 

Dr. Howarp J. PARKHURST: There were many small epidermal cysts on 
the fingers and elbows, such as are seen especially in cases of epidermolysis bullosa 
and occasionally in other bullous dermatoses. 


DERMATITIS MEDICAMENTOSA (ARSENICAL), WITH FEATURES OF LICHEN 
PLANUS, INVOLVING THE SCALP. Presented by Dr. Howarp J. PARKHURST. 


F. P. H., a man, aged 35, a mail clerk, stated that two years previously he 
had sought treatment for inguinal swellings without a penile lesion. Tests of the 
blood had been made; several courses of intramuscular and intravenous treatment 
had been given, and no eruption had been observed until eight months before 
presentation, when a generalized pruritic outbreak of sharply outlined patches,. 
ranging in size from that of a small coin to that of a large one and in color from 
intense violet to slate, had appeared, with a tendency toward confluence over 
fairly wide areas. When viewed from a certain angle, the outlines of small pea- 
sized, gleaming, flat, polygonal papules could be discerned in the affected patches, 
and there were also a moderate number of pruritic, pea-sized verrucous papules 
in these areas. The discoloration was strictly confined to the patches, some of 
which showed slight atrophy. Small coin-sized white patches, possibly slightly 
atrophic, were scattered rather sparsely throughout the eruption. There was 
slight scaling in certain areas. Below the ankles and on the palms the skin was 
diffusely thickened and somewhat rough, but not discolored. There were small 
polygonal papules on the dorsum of the penis. The face, neck and scalp were 
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extensively involved. The patches on the scalp were somewhat atrophic and 
devoid of hair; they showed a thin, adherent scale with follicular accentuations 
and resembled patches of lupus erythematosus, but were violaceous. These areas 
of alopecia, ranging in size from that of a small coin to that of a large one, with 
a tendency to confluence, were found in all parts of the scalp and gave the hair 
a moth-eaten appearance. The hair itself was peculiarly dry and lusterless. In 
the mucosa of each cheek, extending back along the interdental line, there was a 
fine whitish tracery. The gums showed evidence of a subsiding stomatitis, pre- 
sumably due to mercury or bismuth. 

Sections prepared by Osborne’s method showed small quantities of arsenic and 
features of lichen planus, together with increased pigmentation. Urinalysis and 
the Wassermann test gave negative results. 

There had been definite improvement of the condition of the skin after two 
weeks of fractional roentgen irradiation of the areas most involved, together with 
one half-unit exposure of the entire spine. 

(The aforementioned biopsy report had not been received at the time of the 


presentation. ) 


DISCUSSION 

Dr. ArTHUR E. SCHILLER: In many cases of arsenical dermatitis the pigmen- 
tation is out of proportion to the amount of drug given. The present eruption 
appears to be due more to arsenicals than to lichen planus. 

Dr. Ropert C. JAmMrEsSON: I am inclined to believe that this condition is 
lichen planus with an increase of pigmentation due to bismuth and arsphenamine. 

Dr. HARTHER L. Ketm: Were it not for the pigmentation, this case might 
suggest an unusually disseminated lupus erythematosus, which might also account 
for some of the stomatitis. It might be lupus erythematosus, modified by the 
metals in the previous medication. 

Dr. LorEN W. SHAFFER: Pigmentation due to the heavy metals is more 
diffuse. Here the pigmentation follows a primary inflammatory lesion. I have 
never seen a fixed eruption due to arsenicals so extensive as this. The diagnosis 
must therefore lie between lichen planus and lupus erythematosus. 
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Lupus VULGARIS?). Pre- 





\ Case FoR D1aGNnosis (Lupus ERYTHEMATOSIS? 
sented by Dr. CLAuDE B. Norris. 


F. E., a man, aged 32, single, an American, had been treated at irregular 
intervals since Dec. 16, 1930, when he was first seen. The family history was 
of no significance. There was a patch of dermatitis on the left ala nasi which 
when first seen was rough and covered with a closely adherent dark crust. The 
outlines of the lesion were clearly defined and covered practically the entire 
ala. At first there was a slight infiltration, but treatment had removed most of it. 
The lesion was dull red and covered with a fine scale. The duration of the 
lesion was two years. Roentgen treatment and gold sodium thiosulphate as 
well as electrodesiccation of the area had been administered. With each type 
of treatment, slight, but noticeable improvement occurred. However, extension 
around the periphery persisted. 

The Wassermann reaction of the blood was negative. 
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DISCUSSION 

Dr. G. BusmMan: It was difficult to make a definite diagnosis in this case 
If the condition were lupus erythematosis, one would expect greater involvement 
after two years. There were no definite nodules, and scarring from treatment 
disguised the picture. I should continue the administration of gold sodium 
thiosulphate over a long period. 

Dr. STANLEY CRAWFORD: I considered the condition as probably lupus 
vulgaris, but much treatment had been given, with scarring, and the features 
were not apparent. The site and the brownish tone of the lesion were typical 
for lupus vulgaris. A biopsy would be interesting. 

Dr. Lester HOLLANDER: With diascopic pressure I was able to discern 
yellowish nodules about the edges of this lesion. 

So far as treatment is concerned, I should speak against the use of roentgen 
rays, radium, or gold sodium thiosulphate, because such treatment might tend to 
break down the localized resistance that the tissues have built up. I suggested 
treatment by electrocautery or the use of a chemical escharotic. 

Dr. W. H. Guy: I agreed with Drs. Crawford and Hollander, and should 
suggest the use of acid mercuric nitrate therapeutically. 

Dr. CLaupe B. Norris: This case was presented with the idea of obtaining 
a discussion such as has occurred. Biopsy will be performed and the findings 
reported at an early meeting. Of course, it is recognized that the response of 
lupus erythematosis to therapy with gold preparations, differs widely in various 
cases. For example, I have obtained a*cure in two cases; in one, after the 
twenty-ninth injection, and in the other, after the seventy-seventh. Neither of 
the patients showed much improvement until after a large number of injections 
had been given. The apparent failure of response to this form of therapy is not 
definitely a factor against a diagnosis of lupus erythematosis. However, the 
tendency toward peripheral extension and the appearance of the lesions seemed 
to suggest lupus vulgaris. I shall await the results of a biopsy before under- 
taking further therapy. 


PYODERMA GANGRAENOSA: Presented by Dr. W. H. Guy and Dr. J. C. Kerr. 


The condition began on June 1, 1931, as a small furuncle on the abdomen, which 
became carbuncular. This lesion rapidly melted down the surrounding tissues 
into a shallow ulcer about 9 inches (22 cm.) across the abdomen and 4 inches 
(10 cm.) in width. On June 20, small boils appeared on various parts of the 
body ; one of them, on the left hip, developed similarly to the one on the abdomen, 
forming a large sloughing ulcer. A third carbuncular lesion developed in about 
the middle of the left leg, during September. This sloughed and spread with 
undermining edges to include the entire back part of the leg from the popliteal 
space to the ankle. During the two weeks prior to presentation a fourth lesion 
had developed on the right breast, and new ones were developing on the right 
buttock. The temperature varied from 98 to 101 F. Urinalysis gave negative 
reactions for albumin and sugar. Blood count showed: 4,700,000 red cells and 10,900 
white cells. A differential count revealed: polymorphonuclears, 58 per cent: 
lymphocytes, 28 per cent; mononuclears, 8 per cent; eosinophils, 2 per cent, and 
hemoglobin, 85 per cent. The Wassermann and Kahn tests of the blood weré 
negative. Examination of the stool gave repeatedly negative results for ova or 
parasites. A culture of pus from the lesions showed Streptococcus haemolyticus 
Biopsy revealed acute inflammation. 


DISCUSSION 
Dr. STANLEY CRAWFORD: I have had two such cases, and felt that the 
were due to arteriolitis with thrombosis from a streptococcic infection in the 
blood stream. The small thrombi form rosettes in the peripheral arteriole, pro- 
ducing an acute gangrene of the skin supplied by the vessel involved. I suggest 
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that a culture be made from the biopsy wound and that the organisms be looked 
jor in the sections. I also suggest that Vincent's spirillae and Sporothrix be 
searched for. 

Dr. LesteR HOLLANDER: I agreed with the diagnosis. The importance is 
not the infective organism, which I believed to be an ordinary streptococcus or 
staphylococcus. I want to ask the presenters whether a serious injury or illness 
occurred before the eruption began. I should add dilute hydrochloric acid 
to the diet. 

Dr. F. AMsHEL: Besides the dermatologic condition, the most important 
factor in this case was the wonderful result obtained by the presenters in the 
use of oxyquinoline sulphate scarlet red and gauze dressings on the ulcerated 
lesions of long duration. 

Dr. W. H. Guy: Classification was difficult. Similar cases are recorded by 
Crocker under the name of multiple gangrenous ulcerations of the skin in adults. 
Generally in textbooks, cases are described apparently as an afterthought, under 
the heading of ecthyma gangraenosum. In connection with Dr. Fisher's and 
Dr. Kerr’s remarks, it was interesting to note that the patient passes bloody stools 
at intervals. This naturally raises the question of amebiasis. Search has been 
made for amebas, with negative results; search will again be made. The patient 
was hospitalized for study and therapy. Certainly, the present status suggests 
an ecthymatous process, with entailed lowered resistance to staphylococci and 
streptococci. 


RADIODERMATITIS WITH A MALIGNANT CONDITION. Presented by Dr. L. G. 
BEINHAUER, 


H. M., a girl, aged 10, presented an ulceration of the socket of the right eye. 
The mother stated that about three months prior to presentation, she had noticed 
a small abrasion, which gradually enlarged into an ulcerative area which spread 
to the size noted at presentation. At the age of 3 months, the right eye was 
removed for a “cancerous growth,” probably a glioma, at the Eye and Ear 
Hospital. Within three months after operation, fifty-four hours of radium, the 
dosage being unknown, was given. The mother was not positive when the ectasia 
of the skin had developed, but she said that in all probability it did not appear 
until a few years later. 

Examination revealed diffuse telangiectasia involving the entire socket of the 
right eye and the adjacent skin. Radiating from the center of the socket, there 
was superficial irregular ulceration 2 cm. in length and from 5 to 10 cm. in width; 
it extended toward the mesial side along the nose, where a definite, firm, rolled- 
out, pearly border was present. The patient was presented for therapeutic sug- 
gestions, since the mother had refused to permit cauterization or desiccation of 
the lesion. 

DISCUSSION 

Dr. Lester HOLLANDER: I should advise roentgen examination of the under- 
lying osseous structure. I believe that it would be found to be involved in the 
carcinomatous process. I do not believe that sufficiently radical intervention can 
he accomplished in this case. 

My advice would be palliative treatment. 


LICHEN PLanus. Presented by Dr. H. G. WERTHEIMER. 


N. S., aged 18, was first seen about three months prior to presentation, with 
t whitish, wrinkled, scaly condition of both lips, more pronounced on the lower 
ip. On the buccal mucosa were whitish striae. There were no lesions else- 
vhere on the body. The condition improved under treatment with a 2 per cent 
solution of ammoniated mercury and arsenous iodide and red mercuric iodide, 
Sy 2 
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DISCUSSION 

Dr. STANLEY CRAWFORD: I agree with the diagnosis and thought that the 
lesions on the buccal mucosa were typical. Such cases are prolonged and obstinate 
to treatment, and I think that the skin should be examined periodically for other 
lichen planus papules. 

Dr. F. AmsHet: A diagnosis of lichen planus of the lower lip was con- 
sidered, but this would not be conclusive without the whitish striae that were 
seen on the buccal mucosa. 

Dr. LesteER HOLLANDER: I considered this a form of cheilitis with “Fordyce’s 
disease” lesions within the mouth. 

Dr. H. G. WeERTHEIMER: I could see no evidence of Fordyce’s disease, but 
instead of pinpoint-sized, white papules arranged like the branches of a tree, 
annular lesions were noted, characteristic of lichen planus of the buccal mucosa 
The lips showed white striae, scaling and a bluish periphery similar but less 
intense in color than that in the case shown last month. 


XERODERMA PIGMENTOSUM. Presented by Dr. Guy and Dr. Jacos. 


A girl, 3 years of age, had suffered from infantile eczema since birth. About 
6 months before presentation, there appeared numerous pigmentary lesions on 
the face and hands. Within the three months prior to presentation, small, atrophic 
areas and telangiectasias made their appearance. One month before presentation 
a slow-growing new growth appeared on the forehead, which, when first seen 
by the presenters, measured about 1.5 cm. in diameter. The lesion was removed 
by surgical diathermy. Biopsy of a section revealed prickle cell carcinoma. 
Massive doses of roentgen rays had been applied over the latter lesion a few 
days prior to presentation. 

DISCUSSION 

Dr. STANLEY CRAWFORD: This was an interesting case, being associated with 
Jesnier’s syndrome of ichthyosis, eczema and asthma, which is undoubtedly a 
sensitization of the intestinal mucosa to food or bacterial protein, and the skin 
is sensitive to actinic rays. The condition is undoubtedly a hereditary constitu- 
tional defect that might have been evidenced farther back in the family. Porphyrin, 
though rarely found in the blood or urine, should be looked for, as I believe 
Haxtausen found this chemical present in one of his cases. 

Dr. Lester HOLLANDER: This was an extremely interesting case —an 
allergic child with such a pigmentation syndrome. The question of the possibility 
that allergy to light plays a part in the etiology naturally arises. The child ts 
thin, agile and bright. I should advise the investigation of the thyroid. 

Dr. W. H. Guy: I had seen this child at intervals since birth. She had 
had infantile eczema involving the face, hands and flexors, associated with asthma. 
The carcinoma was of a rapidly growing prickle cell type. Roentgenograms of 
the chest and skull revealed nothing abnormal. Of course, protection from light 
was outlined therapeutically. An estimation of basal metabolism will be attempted 
Consanguinity did not exist 


CONGENITAL SypuHititic Synovitis AND IR1TIs: Presented by Dr. STANLEY 
CRAWFORD. 


W. L., aged 7, a white child, presented marked iritis of the left eye of tw 
years’ duration, the lens of which had been opaque for one and one-half years 
lessening vision to merely perception of light and dark differentiation. The right 
eye showed iritis of one and one-half years’ duration. There was a smal! 
lymphadenitis in the postcervical, epitrochlear and inguinal regions. The teet! 
were normal. There was slight enlargement of the radial epiphyses at the wrists 
The left knee was much larger than the right knee in circumference, owing t 
a soft fluctuant swelling from synovitis, of one year’s duration, which extended 
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3 inches (7 cm.) above the knee, was painless -and showed no signs of an 
acute inflammatory reaction. The upper surface of the glans showed a superficial 
erosion with a thin adherent crust and sharply defined edges measuring 6 by 8 mm. 
that had been present one year following circumcision by dorsal splitting of the 
prepuce. The Kahn test of the blood was positive. A brother with partial paralysis 
of all extremities was in a state hospital for mental disease. The mother had 
had six pregnancies; two children were dead; one died at the age of 4 hours 
and the other died at the age of 6 months of white (?) pneumonia. 








DISCUSSION 









Dr. FrepD AMSHEL: The penile lesion that appeared after circumcision was 
probably tuberculosis cutis. 
Dr. LesteER HOLLANDER: I felt that the lesion on the penis was tuberculosis 


cutis. 
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A Case For DraGcnosis (ERYTHEME ANNULAIRE CENTRIFUGE DARIER; PRE- 
mycotic STAGE oF Mycosis FuNGorpeEs?). Presented by Dr. Lovuts 


CHARGIN. 





A married woman, aged 32, the mother of two children, always in good health, 
about ten years prior to presentation noticed a few patches on the arm and later 
new lesions on the trunk. Since then the eruption comes and goes, the patches 
lasting for varying periods, occasionally as long as two years. Since the appear- 
ance of the eruption she has practically never been free from it. 

The eruption consisted of reddish infiltrations with more or less sharply defined 
borders, which varied in size from that of a five cent piece to that of a palm. 
Some of the lesions had a tendency to fuse and then form bizarre figures enclosing 
healthy skin. The lesions were covered with slight scales. There was marked 
itching. Examination of the scales for tinea proved negative. A section of the 
tissue showed nothing characteristic. 












DISCUSSION 











Dr. S. FetpmMan: The patient presents infiltrated patches, some of which 
are scalloped. All the patches are dry and scaly. I cannot offer a diagnosis. 
The condition is not psoriasis or parapsoriasis. The possibility of seborrheic 
dermatitis must be kept in mind. 

Dr. L. CuHarcin: The first diagnosis that I made eight or nine years before 
the patient’s presentation was that of tinea. The scales were examined repeatedly 
for fungi, but all the examinations gave negative results. Then, because of the 
configuration of the lesions, the infiltration and the severe itching that was present 
at times, the diagnosis of mycosis fungoides suggested itself. A specimen was 
taken for biopsy, which did not demonstrate anything in particular, merely a 
mild inflammatory reaction. One could think of erythema multiforme. Mycosis 
fungoides of ten years’ duration would likely show more changes, and would 
hardly still be in the premycotic stage. 

Dr. A. RosTENBERG: Because of the bizarre shape of the lesions I would 
suggest the diagnosis of erythema annulare centrifugum Darier. However, there 
is too much infiltration for such a condition. 
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Dr. E. Ketty: I should like to know whether the tests for allergy have 
been made with patch or scratch tests. 

Dr. L. Cuarcin: For what should I test? 

Dr. Ketty: For all the foods. 

Dr. C. Wor (by invitation): With the history of the case, the symptom 
complex and the past behavior of the condition I think this case is one of mycosis 
fungoides. Though the histologic observations at present are negative, the disease 
is in the premycotic stage. I should suggest roentgen therapy. 

Dr. C. LERNER: One lesion on the left forearm was guttate and looked 
much like psoriasis. The presence of itching at times does not rule out that 
diagnosis. 

Dr. F. Cross: The histopathologic study in this case definitely rules out 
psoriasis. 

Dr. H. Sttver: Not only did the biopsy fail to aid us in the diagnosis, but 
clinically the case does not fit into any definite picture. There is too much infiltra- 
tion for parapsoriasis and nothing characteristic of psoriasis or of erythema annulare 
Darier. While it is true that mycosis fungoides at the end of ten years should 
demonstrate a clearer picture, it is known that the premycotic stage can last for 
an extremely long time, and that is, I think, the condition that exists in this case. 
Further observation and repeated histologic study will be necessary to establish 
the correct diagnosis. 

_ Dr. L. Crarcin: The diagnoses of psoriasis and seborrhea are completely 
eliminated both by clinical and by histologic study. The diagnosis of erythema 
annulare centrifugum can also be ruled out by the clinical behavior of the lesions. 
This disease usually begins with a papule which spreads peripherally, clearing 
in the center and in course of time the process disappears. In this case there is 
no clearing in the center. The lesions are infiltrated and siightly elevated. In 
respect to allergy, there is no history of ingestion of drugs and I could not test 


her out haphazardly for everything. I suppose that the most likely diagnosis is 
that of a premycotic stage of mycosis fungoides. 


ERYTHRODERMIA DESQUAMATIVA LEINER (7). Presented by Dr. HENRY SILVER. 


The mother stated that her baby, who was 5 months old, had been troubled 
with the present eruption for the past three and one-half months. The child 
was bottle fed and suffered from diarrhea frequently. 

The eruption was generalized and covered practically the entire skin. The 
palms and soles were entirely free. The thighs, buttocks, chest and neck were 
the most affected. The skin was erythematous, dry and scaly. There was distinct 
desquamation in the form of large flakes on the chest and upper part of the back. 
The areas on the neck and arms were seborrheic. 

The hands and feet were bluish and cold. A complete physical examination 
did not reveal anything abnormal. 

DISCUSSION 

Dr. H. Sttver: Although there was no marked exfoliation at this presenta- 
tion, it had been observed on former occasions. The exfoliation was of the type 
characteristic of the condition from which, in my opinion, this baby is suffering, 
namely Leiner’s disease. 

Dr. G. SprnNER: I would suggest a diagnosis of ordinary infantile eczema, 
probably due to excess of carbohydrates in the diet. 

Dr. S. FeELtpMAN: Owing to the fact that there is no exudation and some 
scaling Leiner’s disease must be borne in mind. 

Dr. A. RostenserG: I do not hesitate to make the diagnosis of Leiner’s 
disease, which is a cross between eczema and seborrhea. The prognosis is 
occasionally poor. 
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Dr. L. CuarGcin: I do not think that this is a case of Leiner’s disease which 
usually occurs in breast-fed babies. In Leiner’s disease there is universal erythro- 
dermia with scaling and the eruption is not patchy as in this case. I would 
suggest the diagnosis of seborrheic dermatitis. 

Dr. C. Wotr: The face and the body demonstrate a dry form of eczema. 
Attention to diet with the application of a mild sulphonated bitumen ointment 
locally should clear up this condition. 

Dr. H. Strver: I have observed such cases in Dr. Leiner’s clinic, and I 
have no doubt that he would have made the same diagnosis. The condition should 
not be confused with Ritter’s disease which is an exfoliative dermatitis with 
marasmus and usually terminates fatally. Leiner’s disease is a seborrheic derma- 
titis with exfoliation, and only in rare and severe forms does it have a’ fatal 
This is probably .a mild case of Leiner’s disease. 















ending. 








A Case FoR Dracnosis. Presented by Dr. SAM FELDMAN. 





N. F., aged 60, presser, presented on admission to the hospital painful and 
discolored areas on both lower extremities. 

Four weeks before admission, while taking a bath, he noticed patches of bluish 
discoloration on both lower extremities, more so on the right where they were 
slightly tender. The discolorations on the right leg gradually increased and 
became more painful. There was no history of trauma. Weakness and slight 
dyspnea on exertion became manifest with the present illness. Very slight epistaxis 
occurred once or twice in the four weeks preceding admission. Aside from 
occasional epigastric distress for five years, unrelated to the taking of food, the 
past history was essentially negative. The family history was uninteresting. 

There was moderate enlargement of the submaxillary lymph nodes. The liver 
was enlarged, two to three fingers below the costal edge. 

Examination of the lower extremities revealed numerous large hemorrhagic 
areas and small petechiae. One area on and about the right popliteal space was 
hard, tense, slightly depressed and bluish brown. 

Chemical examination of the urine and blood gave negative results. The 
blood showed: red blood cells, 2,500,000; hemoglobin, 56 per cent (Sahli) ; 
platelets, 170,000, and white blood cells, 4,650, with polymorphonuclears, 70 per 
cent; transitionals, 5 per cent; lymphocytes, 23 per cent; basophils, 1 per cent, and 
eosinophils, 1 *per cent. 




















DISCUSSION 


Dr. C. LERNER: I think the case is one of phlebitis. I felt some varicosities 
which were hard and inflamed. 

Dr. C. GREENHOUSE: In my opinion the condition is purpura. There were 
numerous hemorrhages under the skin. The blood should be reexamined. 

Dr. A. RoSTENBERG: I believe the condition is rheumatic purpura (Schdénlein’s 
disease) with ecchymoses. 

Dr. D. GREENBERG (by invitation): Obviously the patient has a dyscrasia of 
the blood. Though the blood is normal at present, examination should be made 
repeatedly. The patient has marked ‘anemia, and I could feel a mass in the left 
upper quadrant. The condition could be acute leukemia or purpura or any other 
disease of the hematopoietic system. 

Dr. S. FetpmMan: There is no doubt but that there is some constitutional 
disturbance. On the back of the left leg there is a hard infiltrated area, which 
is due to the organization of large hemorrhages. 
















Presented by Dr. ADoLpu 





LICHEN TRICHOPHYTICUS OR PITYRIASIS ROSEA (?). 
ROSTENBERG. 


A man, 25 years old, gave a negative personal history. About two months 
prior to presentation lesions developed on the neck and spread over the body. 
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The patient was first seen about six weeks prior to presentation, with an 
eruption that looked like pityriasis rosea and had been treated with irritating 
applications. He then received a few mild treatments with the alpine rays and 
a mild shaking mixture, which relieved the condition greatly. The eruption has 
somewhat changed of late. It has assumed a follicular character, appearing in 
patches of various sizes, located especially on the arms and shoulders, which have 
caused severe itching at times. The patient has some scaling between the toes, 


DISCUSSION 


Dr. C. LERNER: The condition appears to be a follicular type of trichophytosis. 


Dr. T. ROSENTHAL: Because of some follicular involvement on the backs 
of the fingers, I offer the diagnosis of pityriasis rubra pilaris. 


Dr. C. Worr: I should examine the lesions for fungi. 

Dr. A. RosTENBERG: The patient originally gave a history of a mother patch, 
but from my observation of the course of this case, I am certain that the condition 
is a trichophytid. 


Psoriasis ARTHROPATICA. Presented by Dr. ADOLPH ROSTENBERG. 


The patient, 49 years old, the mother of two healthy married daughters, at 
the age of 16, had had a stroke that paralyzed the left side which lasted one 
year, clearing up without leaving any after-effects. On careful questioning, a 
history of gonorrhea in the husband was elicited. 

About six years prior to presentation the patient had a cardiac attack, which 
was diagnosed as pseudo-angina. A year or so afterward, she had similar attacks, 
accompanied by pulmonary edema, which were then diagnosed as true attacks of 
angina pectoris. At that time the arthritic symptoms also appeared, affecting the 
smaller joints on the hands and feet and causing severe pain. 

The fifth finger of the right hand appeared deformed and showed on the 
roentgenogram characteristic deformities. A few months before presentation the 
left knee joint became involved, being markedly swollen and very painful to touch. 

The first signs of psoriasis appeared fourteen years before presentation. The 
psoriatic lesions lately were numerous, affecting both the hands and feet and also, 
very markedly, the finger-nails. There was marked hyperesthesia over various 
groups of muscles. The patient believed that when the rheumatic condition 
became aggravated the psoriasis also became aggravated and new lesions appeared. 


DISCUSSION 


Dr. C. GREENHOUSE: I believe this to be a case of psoriasis with secondary 
arthritis. The psoriasis antedated the arthritis by twelve years. In _ psoriasis 
arthropatica the involvement of the joint usually precedes the psoriasis. In recent 
literature there have been reports of the finding of staphylococci in the blood of 
such patients. 

Dr. S. FELDMAN: The case impresses me as one of arthritis in a patient 
with psoriasis. There is no reason why arthritis or angina pectoris cannot develop 
in a patient with psoriasis. I thought of the possibility of gonorrheal arthritis, 
but roentgen examination disclosed evidence of arthritis deformans, which speaks 
against gonorrheal keratoderma. 

Dr. L. CHARGIN: Psoriasis arthropatica is an exudative type of psoriasis 
frequently found around the fingers and toes, also involving the nails, and is 
associated with arthritis. There is a frequent interplay between the outbreaks 
of both conditions. I feel that this case does not fit into the picture of psoriasis 
arthropatica. 

Dr. M. Umansky: In about 5 per cent of the cases of psoriasis arthritis 
is present. 
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Dr. H. S1tverR: This case is not typical. It is one of psoriasis with arthrop- 
athies. Psoriasis arthropatica begins with the appearance of shiny, waxy papules 
which grow concentrically, forming oyster shell-like lesions similar to those found 
in keratoderma blenorrhagicum. In our study (A. Rostenberg and H. Silver: 
Keratoderma blenorrhagicum ArcH. Dermat. & Sypu. 16:741 [Dec.] 1927) we 
tried to clarify the existing confusion and showed that it was impossible to 
distinguish between the two conditions. 

Dr. A. ROsTENBERG: When the patient was first seen she presented wide- 
spread psoriasis. She received the usual treatment without much benefit. Later 
a cardiac condition developed, manifested by pseudo-anginal attacks. Simulta- 
neously with this, the patient began to show involvement of the joints which 
assumed the character of arthritis deformans; this ‘condition was confirmed by 
roentgen examination. There was a history of gonorrhea in the husband which 
further complicated the diagnosis. When the patient has an attack of arthritis 
the psoriasis becomes aggravated, and when the attack subsides, the psoriasis 
improves. 





Presented by Dr. I. M. 





MELANOMA (RESEMBLING GRANULOMA PYOGENICUM). 
LASHINSKY. 


P. C., a man, 55 years old, came to the clinic on Dec. 28, 1931, presenting a 
bleeding growth located on the left temporal region. On the site of this growth 
he had had a mole, which he cut while shaving, about three months prior to 
admission. The cut did not heal well, and soon granulations began to appear. 
The sore enlarged, became tender and bled on the slightest provocation. 

The patient presented a large lesion the size of a pea on the left. preauricular 
region, with an extremely short pedicle. It was lobulated and strawberry-like 
in appearance and bled on the slightest touch. 

Clinically the lesion resembled granuloma pyogenicum, but in consideration of 
the patient’s age and the history of a preceding mole, he was placed under observa- 
tion. The sore did not heal, and on the Jan. 20, 1932, the lesion was excised in 
to extending beyond the border for half an inch around the growth. 

Biopsy revealed a melanoma without melanin. 


DISCUSSION 

Dr. S. FELDMAN: The original lesion in this case looked like granuloma 
pyogenicum. There was no clinical evidence of melanoma. In regard to the 
histologic nomenclature, I believe that melanotic melanoma is a misnomer; a 
better term is nevocarcinoma, meaning a cancer derived from nonpigmented 
nevus cells. 

Dr. C. Wor: The patient should have radiation therapy because the histo- 
logic picture is that of a carcinoma. I see nothing of a melanotic element. 

Dr. E. Ketty: The slide shows definite nevus cells arranged in strands, and 
| believe that it is a clearcut picture of an amelanotic melanoma. 

Dr. I. M. Lasuinsky: This lesion undoubtedly originated from a mole. The 
slide has been examined by competent histologists who concur in the diagnosis 
ot amelanotic melanoma. 











\NONYCHIA AND ONYCHATROPHIA AcguisitTa. Presented by Dr. ApDOoLPH 
ROSTENBERG. 





An Italian woman, aged 37, gave an irrelevant previous history. For the past 
ten years she had had disturbances of the finger-nails and toe-nails. The 
Wassermann test was negative, and the basal metabolism on two occasions was 
plus 48 per cent and plus 22 per cent. 
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Examination showed marked dystrophy and atrophy of all finger-nails and 
toe-nails. The nails extended to about one-third the distance of the normal nai! 
and were roughened, discolored and pitted. The nail bed was roughened and scaly. 


DISCUSSION 
Dr. C. Wor: There were remnants of nails present in this patient, and for 
that reason I believe that the condition is a simple dystrophy of the nails. 
Dr. A. ROSTENBERG: Heller, in his monograph, described an identical case 
as one of anonychia and onychatrophy. 


Lupus Myrraris DissemMinatus. Presented by Dr. THeopore RosENTHAL. 


F. P., a man, aged 26, married, had an unimportant past history and had always 
enjoyed good health. The eruption began about six months prior to presentation 
with a few small pimples on the face. 

On the face, especially marked on the cheeks, forehead and nose, were numerous 
discrete, superficial papular lesions, ranging in size from that of a pinhead to 
that of a grape seed. The lesions were crusted and erythematous, and a few 
had tiny pustules. 

The Wassermann test of the blood was negative. The tuberculin test with a 
dilution of 1: 10,000, was markedly positive. 


DISCUSSION 

Dr. C. Worr: Lupus miliaris is a primary tuberculosis of the skin. I am not 
convinced that the condition in this case is lupus miliaris, and I offer the diagnosis 
of acnitis, which is a tuberculid. 

Dr. F. Cross: I do not believe that this condition is acnitis. 

Dr. G. SPINNER: I agree with the diagnosis of lupus miliaris disseminatus. 

Dr. L. CuHarcin: There is considerable confusion between acnitis and lupus 
miliaris disseminatus on purely clinical grounds. Suffice it to say that lupus 
miliaris disseminatus occupies a position midway between lupus vulgaris and 
tuberculids. 

Dr. T. ROSENTHAL: The location of the lesions on the bearded region of 
the face and on the eyebrows, the pitted scars, the nodular character of the lesions 
and the strongly positive tuberculin test, I believe, conclusively place this case 
in the group of lupus miliaris disseminatus. 


EryYTHEMA NoposuM OR DruG Eruption. Presented by Dr. I. M. LasHtnsky. 


I. C., a woman, 31 years old, came to the clinic on account of small lumps 
on her arms and legs. She presented somewhat erythematous nodules ranging in 
size from that of a grape to that of a hazelnut, which were movable with the skin. 
They were not pruriginous, but they were very tender to touch. They were located 
on the lower and upper extremities, and there was one below the chin. The 
patient did not récall having had arthritis at any time, but she admitted taking 
“medicine for her nerves,” for a few weeks prior to admission to the clinic. 
The eruption appeared five days prior to admission. 

The patient was apparently well, had been married for the last eight years, 
and had never been pregnant. 

DISCUSSION 

Dr. H. Sttver: The occurrence of nodular, painful lesions with the onset 
of cold weather in an obese subject suggests the diagnosis of pernio. In these 
persons lesions may occur on the chin, but in view of the history of ingestion 
of drugs, the diagnosis of drug eruption is most likely correct. 

Dr. S. Fetpman: I do not think that the lesions resemble those of pernio. 
Even though I did not obtain a history of ingestion of drugs, I still believe it is 
a rash due to drugs. ° 
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CLEVELAND DERMATOLOGICAL SOCIETY 
J. R. Driver, M.D., Reporter 
Regular Meeting, Feb. 25, 1932 


H. J. Parkuurst, M.D., Presiding 


ABERRANT LOCALIZATION OF LYMPHOGRANULOMA INGUINALE. Presented by 
Dr. H. F. DE Wo tr for Dr. H. N. Cote and Dr. J. R. DRIveER. 


M. M., a colored woman, aged 30, for several years had been troubled with 
hemorrhoids. On Dec. 1, 1931, an abscess developed near the rectum, which 
opened spontaneously and drained for about two weeks. Then it seemed to open 
into the rectum, for she occasionally passed small amounts of blood in the stools. 
Defecation became very painful and difficult. 

She was first examined in the outpatient department of the Lakeside Hospital 
on Jan. 20, 1932. An erosion of the mucous membrane | cm. in diameter was seen 
on the left side of the vagina. On the right side of the anus was an indurated 
area with a small fistula from which pus could be expressed. Examination at 
the time of presentation revealed a small ulceration 1 cm. in diameter on the right 
vaginal wall. It was not indurated or painful. Around the anus were two small 
external hemorrhoids. On the right side of the anus was a fistula from which 
exuded grayish pus. A probe could be inserted for a distance of 5 cm. with ease. 
Vaginal examination revealed fibrosis and the formation of nodules in the fornices, 
which on pressure yielded thick, grayish pus. The same formations could be 
felt on low rectal examination. There was no definite stricture of the rectum. 
Various laboratory tests were made. The Wassermann and Kline tests of the 
blood were repeatedly negative, and the Frei test strongly positive. Dark-field 
examination was negative for Spirochaeta pallida. Smears were negative for 
the bacillus of Ducrey. Roentgen study of the chest was negative for tuber- 
culosis. Vaginal smears were negative for gonococci. The white blood cells on 
admission were 16,000, and the differential count showed: polymorphonuclear 
neutrophils, 52 per cent; small mononuclears, 42 per cent; large mononuclears, 5 
per cent, and eosinophils, 1 per cent. 

DISCUSSION 

Dr. H. J. Miskytan: It was at the Lakeside Dispensary that I saw this 
patient first, and the lesion then resembled an ordinary fistula, which, at the time 
[ was studying medicine, was generally thought to be tuberculous. Because of 
the origin of some of these cases in lymphogranuloma inguinale, we thought it 
necessary to make a Frei test. I was of the opinion that this was a very early 
case of lymphogranuloma inguinale. This brings up the question of a new inter- 
pretation of the etiology of painful fissures of the anus. They may have a similar 
origin and this possibility might be worth investigating. 

Dr. E. Gri_espie: I read recently that David in Chicago (David, V. C., and 
Lauer, C. A.: Stricture of the Rectum, J. A. M. A. 98:1 [Jan. 2] 1932) reported 
on a series of cases of stricture of the rectum. He did not find find the cause. 
Somebedy, in a communication, suggested the possibility of lymphogranuloma 
inguinale. 

[Epiror’s Note: The suggestion was made by a _ dermatologist, Dr. 
Sulzberger of New York.] 

Dr. J. Van Creve: It might interest you to know that antigen was pre- 
pared from the pus of this woman, and positive reactions were obtained when it 
was used in the male patients with lymphogranuloma inguinale. 

Dr. H. F. De WorrF: I prefer the term lymphogranuloma inguinale to that 
of lymphogranulomatosis inguinalis, which leads to confusion with Hodgkin's 
disease. In 1928, Frei conceived the idea that lymphogranuloma inguinale might 
he the cause of many cases of anorectal disease. He applied his test to five cases 
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and was much surprised to find that all of them gave a strongly positive reaction, 
This work has been verified in several European countries since then. Jersild, in 
Copenhagen, spent many years studying this condition in women. He first 
attributed it to chancroidal infection on account of the lymph drainage, but now 
he admits that he was wrong, as shown by the positive Frei test obtained in many 
of these cases. They manifestly are due to the same virus as that which produces 
lymphogranuloma inguinale in men. We were, therefore, much interested to 
find a case last December in a woman with a rectal stricture and a positive Frei 
test. Such cases seem to be confined to women, and we believe that this is due 
to the lymph drainage producing sinuses that drain around the anus. 


PsoRIASIS AND DERMATITIS EXFOLIATIVA. Presented by Dr. H. F. DE Worr 
for Dr. H. N. Cove and Dr. J. R. DRIveErR. 


G. W., a white man aged 64, was admitted to the Cleveland City Hospiial on 
Nov. 17, 1931, with the history of psoriasis for the preceding twenty-five years. 
It had gradually become more severe at each recurrence. There was no familial 
history of cutaneous disease. Pruritus had never been severe. He had received 
various types of treatment in the past, including a course of roentgen rays in the 
fall of 1930, which caused improvement for a few months. On admission to 
the hospital, he had a generalized eruption consisting of a scaling dermatitis and, 
in various places, of definite, slightly raised, rounded, scaly erythematous plaques 
which were only slightly infiltrated. There was marked lichenization of the skin 
due to scratching. Various types of treatment had been used, including ointments, 
ultraviolet rays and injections of foreign protein and metaphen intravenously (ten 
injections). There had been some improvement, but the eruption still remained of 
the same distribution and of the same general character. 

Laboratory tests were made. Urinalysis and the Wassermann reaction were 
negative. Examination of the blood showed: red cells, 4,650,000; hemoglobin, 90 
per cent; white cells, 18,200, with a differential count within normal limits. 


Eosinophilia was only 3 per cent. Three biopsies were performed and showed 
only chronic inflammatory changes of the skin. (Biopsy slides were shown.) 


DISCUSSION 

Dr. J. R. Driver: This patient has been under observation for quite a long 
while. I do not believe that there is much question about his having psoriasis. 
However, he has also a generalized exfoliating dermatitis, with marked thickening 
and infiltration of the skin, which makes one think of the possibility of one of 
the lymphoblastomas. This possibility is being kept in mind. The biopsy shows 
marked round cell infiltration of the upper part of the corium, suggesting some- 
what the type one finds in mycosis fungoides. 


Dr. H. N. Core: I have been very much interested in this patient, and grant 
that he has psoriasis. In addition to psoriasis, he has a verrucous type of thick- 
ening in many places on the body and some plaquelike areas; other areas show 
almost an erythrodermia, and other areas the picture of an old roentgen dermatitis 
of the skin, with suggestive telangiectasia. Examination of the slide shows a 
bandlike infiltration, as Dr. Driver suggests. I think also that this patient possibly 
has some type of lymphoblastoma. He has no involvement of the glands as yet, 
and his spleen is not palpable. 


Nevus PicMentosus. Presented by Dr. H. N. Core and Dr. J. R. Driver. 


Gordon S., a white boy, aged 14, about two years before presentation noticed 
a spot over the chest. The family doctor was consulted, and he said that if it 
grew, or if others came, a dermatologist should be consulted. Physical examina- 
tion showed a brownish lesion with a slightly papillomatous black center, about 
2 cm. in diameter, while scattered over the chest were numerous pea-sized or 
slightly larger, deep, black macular lesions. 
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A biopsy was made. There was slight hyperkeratosis, with a very thin epi- 
dermis, in many places only two or three cells in thickness, but with numerous, 
deep prolongations of epidermal cells, usually but two or three cells thick, extend- 
ing down into the corium. Between these prolonged portions of the epidermis 
were numerous, packed but regularly arranged, pale bluish cells, showing a small 
deeper blue nucleus, with hematoxylin and eosin stain. Large, regularly arranged 
groups of these cells were also found in the upper corium. Distributed freely in 
these areas and in the upper corium were many pigmented chromatophores. 
There was no evidence of mitoses. . 





DISCUSSION 


Dr. H. N. Core: The only reason we are showing this boy is that there is 
a history of the eruption appearing within the last year. Prior to this time he 
had a single lesion on the chest, and clinically we made a diagnosis of lentigo. 
However, we excised a specimen, and the picture was typical of nevus pigmentosus. 
The question now comes up as to whether or not anything should be done. How- 
ever, after seeing the slide I do not think that treatment is necessary. 





PARAPSORIASIS EN GouTTEs (Brocg). Presented by Dr. H. N. Core and 


Dr. J. R. DRIVER. 


Mrs. A. E. A., a white woman, aged 30, a housewife, was first seen in October, 
1931, at which time she complained of an eruption on her body of three weeks’ 
duration. A diagnosis of pityriasis rosea was made, and a mild tar ointment was 
prescribed. She was not seen again until Feb. 15, 1932, when she complained of 
the same eruption, which had persisted uninterrupted for over four months. Her 
general health had been good. She had taken no internal medication. ‘The 
eruption had produced no subjective symptoms. 

The patient presented a generalized eruption of a resistant, maculopapular, 
scaly type, generalized over the body, with the exception of the exposed parts, 
i. e, the hands and face. The eruption predominated on the extremities. The 
lesions were superficial, consisting of round or oval, scaly, reddish-brown patches, 
varying in size from that of a pinhead to that of a pea and larger. The larger 
lesions were paler, with some tendency to central depression. 


DISCUSSION 


Dr. R. E. Barney: I do not agree with the diagnosis of parapsoriasis en 
gouttes. The condition resembles pityriasis rosea more, and reminds me of an 
atypical case I presented before this society (Pityriasis Rosea Involving the Scalp, 
Arcn. Dermat. & Sypu. 25:190 [Jan.] 1932) in a child with lesions on the scalp 
and some hemorrhagic lesions on the body. The eruption cleared up without 
medication, excepting the use of a soothing salve. In the case presented the 
duration is not against pityriasis rosea, for some cases can last a long time. The 
patient gives a history of the original patch involving the neck and spreading over 
the body. The lesions on the back are very superficial and present the typical 
cigaret paper-like scales. I think that before a definite diagnosis can be made 
the patient will have to be kept under observation. 

Dr. M. J. Grpans: My conception of pityriasis rosea differs from that of 
Dr. Barney. I cannot conceive of a case of that long duration. I believe the 
condition is parapsoriasis. 

Dr. J. E. Fisner: At present one cannot with certainty label the condition 
pityriasis rosea. While pityriasis rosea may last as long as three or four months, 
[ cannot change the presenters’ diagnosis. Further observation of the case will 
settle all doubt. 

Dr. E. W. Netuerton: I did not look at the lesions on the back, but the ones 
on the arms did not show characteristics seen in pityriasis rosea. The lesions in 
pityriasis rosea never have scales up to the margin. 
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Dr. J. R. Driver: When we first saw the patient with the eruption of about 
three weeks’ duration, a diagnosis of pityriasis rosea was made, but when she 
returned four months later, with the more extensive eruption, we made a diagnosis 
of parapsoriasis en gouttes. Dr. Barney’s suggestion may be true, but I still fee| 
that this is a case of parapsoriasis. A subsequent report will be made. 


MuLTIPLe BENIGN SaRcorIpD. Presented by Dr. H. F. DE Wo tr for Dr. H. N. 
Core and Dr. J. R. DRIver. 


S. W., a colored man, aged 29, was readmitted to the Cleveland City Hospital 
on Feb. 13, 1932. He had been studied in the dermatologic service in the fall of 
1929, and was shown at a previous meeting of this society (Meeting Oct. 17, 
1929, A Case for Diagnosis, Arcu. Dermat. & Sypu. 21:500[March] 1930). 
The eruption had become progressively worse since he left the hospital in 
December, 1929. His general health had remained good. At the time of the 
previous admission, all attempts to prove the presence of tubercle bacilli in the 
lesions failed (stains and inoculation into animals). The eruption began in 
March, 1929, and has shown some tendency to spontaneous healing, which is to 
be noted around the eyes. At the time of presentation he presented a generalized 
eruption over the trunk, face, scalp and extremities. The mucous membranes, 
palms and soles were not affected. The primary lesion was a papule about the 
size of a matchhead, indurated and pinkish. These lesions progressed and seemed 
to become confluent to form irregularily shaped nodules up to about 2 cm. in 
diameter. Scaling was present over the surface of many of the lesions. On 
healing, atrophy and depigmentation resulted. 

The Wassermann and Kline tests of the blood were negative. Examination 
of the blood gave negative results. The tuberculin test, 1: 1,000,000, was positive 
Biopsy showed a chronic granuloma. (Biopsy preparations were presented.) 


DISCUSSION 

Dr. H. N. Core: There is a very interesting roentgenogram of the chest 
showing a peculiar, mottled appearance. There are no physical signs to be made 
out on the examination of the lungs. A sarcoid type of infiltration could explain 
the picture. The roentgenogram of the long bones shows nothing. A roentgeno- 
gram of the digits has not been made. The condition of this patient corresponds to 
that in the cases reported by Dr. Weidman and Dr. Klauder. There is no especial 
involvement of the glands. The patient’s condition has not changed much since he 
was shown before, although perhaps a little more atrophy has developed in some 
of the areas. 


LicHEN PLANUS OcREAFORMIS. Presented by Dr. J. E. Fisuer. 


A white man, aged 47, was first seen on Jan. 23, 1932, complaining of a 
cutaneous disorder involving both legs, of twenty-nine years’ duration, associated 
with intense itching. It had resisted all types of therapy. The eruption began 
about the ankles, gradually extended up to the knees and remained stationary 
for a number of years. In recent months, the eruption had appeared on the 
thighs above the knees. Examination revealed complete involvement of the 
anterior aspects of both legs. The lesions were papular, polygonal, shiny and 
violaceous. There were marked lichenization and infiltration of the skin. 


DISCUSSION 

Dr. C. L. Baskin: I treated a man aged 36 years with a similar case about 
two years ago with the roentgen rays and salves, without any effect. Some time 
later measles developed, and the patient had a temperature of 104 F. The lesions 
of lichen planus disappeared about six weeks later. 

Dr. H. N. Core: I think that this is a very interesting case. Several of us 
have seen the patient before. I think that Dr. Fisher should report this case as an 
example of the distinct entity described by Dr. Lieberthal. 
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Dr. E. W. NETHERTON: I saw this patient in 1923. I agree with the diagnosis. 


Dr. H. G. Misxy1aAn: There is no doubt that the patient’s eruption is of the 
type described by Lieberthal in 1916. But on close examination, we find none of 
the flat, shiny, polygonal papules that are the characteristic primary eiement of 
lichen planus. In the patient presented the eruption is made up of hard, hemi- 
spherical papules, of various sizes and pink or yellowish pink. They are different 
irom the primary lesions of lichen planus, and are, to my mind, characteristic of 
a disease described first under the name of “chronic simple circumscribed prurigo” 
and familiar to us as “lichen simplex of Vidal.” The facts that the lesions are 
strictly limited to the legs and are sharply circumscribed speak against lichen 
planus, which is undoubtedly a cutaneous reaction of systemic origin in which 
lesions are scattered here and there over the skin. In Lieberthal’s paper the diag- 
nosis of lichen planus seems to have been based on two arguments, the coexistence 
of lesions in the mouth and the results of biopsy. The lesions in the mouth 
consisted of a whitish discoloration behind the last molars. This is not con- 
vincing evidence of lichen planus, because it is frequently seen in patients who 
come to our dispensaries with various complaints. I have read carefully the his- 
tologic description of Lieberthal, and would rather associate the findings with the 
picture of prurigo than with that of lichen planus. For these reasons, I think 
it would be more appropriate to call this rare and interesting eruption the “shin 
guard type of lichen Vidal” instead of lichen planus. 

Dr. E. F. Fisner: In 1916, Dr. Lieberthal reported a similar condition under 
the title, “Shinguard Type of Lichen Planus Ocreaformis” (J. A. M. A. 67: 
1582 [Nov. 25] 1916). In his communication he stated that all lesions on the 
shins throughout the affected parts were apparently solitary, that is, separated 
from each other by normal skin. They were densely arranged and resembled on 
each leg a patch paved with “cobblestones.” In their aggregate, as they sur- 
rounded the legs, they reminded one vividly of “shinguards.” 


PUSTULAR PSORIASIS WITH ARTHRITIS OF THE FINGERS. Presented by Dr. 
H. F. De Wotr fer Dr. H. N. Core and Dr. J. R. Driver. 


F. G., a white man, aged 40, had been presented at two previous meetings 
(May, 1931, and Dec. 10, 1931). He had had psoriasis since 1921. He was 
admitted to the outpatient department of the Cleveland City Hospital in March, 
1928, and was seen from time to time for treatment, and the disease was kept 
under fairly good control. In the spring of 1931, the eruption became extremely 
severe and changed in its character, becoming pustular. The patient lost twenty 
pounds (9 Kg.) in weight and was forced to go to bed. Since admission to the 
hospital, on May 4, 1931, various types of treatment have been tried. At the 
meeting of the Four Cities Dermatological Society on December 10, at Lakeside 
Hospital, the use of metaphen intravenously was suggested by Dr. R. C. Jamieson 
of Detroit. Since December 21, the patient has received fourteen injections of 
metaphen (each 10 cc. of a 1: 1,000 solution), at four and five day intervals. 
The drug has been well tolerated. In addition, he has continued to use a 15 
per cent oil of cade ointment. Improvement has been marked. The patient is 
now able to walk unassisted. Only the hands and lower extremities show lesions 
at the present time. The nails have not shown much improvement and remain 
much thickened and deformed. Roentgenograms of the fingers taken on Feb. 
-3, 1932, show destructive arthritis of the second phalanges of the second, third 
and little fingers of both hands. (Biopsy slides were presented.) 


DISCUSSION 


Dr. E, W. Netuerton: I should like to ask if the contents of the pustules 
contained staphylococcus ? 


Dr. H. F. De Wor: I have examined them on several occasions, and they 
are sterile as far as we can determine. I should like to add that the arthritis is 
much improved since treatment with metaphen was instituted. 
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A Case For Dracnosis. Presented by Dr. H. F. De Wo tr. 


W. S., a white man aged 35, from the outpatient department of the Cleveland 
City Hospital, presented an oval, slightly scaly, dull red to grayish-white super- 
ficial lesion about 1 cm. by 2 cm. in size, limited to the vermilion border of the 
lower lip. The borders were sharply delimited and very slightly elevated. The 
lesion had developed slowly over a period of eight months, and had produced 
no subjective symptoms. The patient had smoked a pipe for many years. There 
was no history of venereal disease, and the Wassermann and Kline tests of the 
blood were negative. He had received no therapy except salves applied locally. 


DISCUSSION 


D. J. E. RauscuKois: The patient has been a pipe-smoker for a long time 
and also has received antisyphilitic treatment. Therefore, the possibility of 
leukoplakia and subsequent malignant change should be kept in mind. The absence 
of other lesions are against a diagnosis of lichen planus, and the same holds true 
for lupus erythematosus. I favor the diagnosis of leukoplakia. 

Dr. R. E. Barney: I do not feel that the limitation of the lesion to the mucous 
membrane of the lip is definitely against a diagnosis of lichen planus. Individual 
papules and striae are present that I feel would very well fall in with my con- 
ception of lichen planus. I examined the patient carefully, but could find no other 
evidence for that diagnosis. I am against a diagnosis of lupus erythematosus 
because of the fact that he received three injections of gold and sodium 
thiosulphate without any benefit, although I know such cases sometimes do 
not respond to that therapy. Roentgen treatment two months before presentation 
given by his private physician may have modified the underlying clinical picture. 

Dr. J. R. Driver: I favor the diagnosis of lupus erythematosus, because of 
the color and the scaly character with suggestive seborrheic elements. 

Dr. H. J. Parxuurst: I also favor a diagnosis of lupus erythematosus. | 
found no signs of lichen planus inside the cheeks, and the lesions on the ears 
were suggestive of lupus erythematosus. 

Dr. H. N. Core: The chronicity of the lesion favors lupus erythematosus 
rather than lichen planus, although annular lichen planus might last a long time; 
however, if a person had a single lesion on the lower lip for nine months, one 
would expect to find other lesions of lichen planus. The papules and the seborrheic 
character of the lesion on the lip, as well as that of the lesion on the lobe of 
the ear, favor a diagnosis of lupus erythematosus. A biopsy should be taken and 
reported on at the next meeting. 





Correspondence 


“MULTIPLE BASAL CELL EPITHELIOMAS ORIGINAT- 
ING FROM CONGENITAL PIGMENTED 
BASAL CELL NEVI” 


To the Editor—In your June number (p. 1002) a most interesting case is 
reported by Dr. Ruben Nomland. May I venture to suggest that a careful perusal 
of a paper on “Epithelioma Adenoides Cysticum,” which appeared in the British 
Journal of Dermatology and Syphilology (34:381 [Dec.] 1922), might help in the 
solution of Dr. Nomland’s problem? 

I cannot accept the view that a diagnosis of epithelioma adenoides cysticum 
should be excluded on the grounds that this condition is always a familial disorder ; 
that it never undergoes epitheliomatous degeneration, or that the lesions are 
necessarily nonpigmented. Louts SavaTaRD, M.D., Manchester, England. 

lo the Editor —Dr. Savatard refers to an excellent paper of his own in which 
he reviews the pertinent literature on epithelioma adenoides cysticum (Brooke), 
reports the subsequent course of two of Brooke’s original cases, adds many cases 
of his own, some quite unusual, and in general summarizes his point of view, with 
all of which I cannot agree. 

Dr. Savatard quotes me inaccurately in the second paragraph of his criticism 
of the classification of the case I reported under the title of “Multiple Basal Cell 
Epitheliomas Originating from Congenital Pigmented Basal Cell Nevi.” I am 
willing to reiterate my remarks, and cite additional reasons for not believing 
the case reported to be an unusual variant of epithelioma adenoides cysticum 
(Brooke) or multiple benign cystic epithelioma (Fordyce). Dr. Savatard says the 
inference (for there is no such statement in the paper) is, “ that this con- 
dition is always a familial disorder, that it never undergoes epitheliomatous 
degeneration or that the lesions are necessarily nonpigmented.” The actual state- 
ment (p. 1007) is “. . . epithelioma adenoides cysticum is now generally con- 
sidered to be a familial disorder in which the lesions do not undergo epitheliomatous 
degeneration.” 

In support of the statement that it is 
familial disorder,” I shall cite the following: “There is a marked hereditary 
tendency in most of the cases,” (Pusey (ed. 3);“. . . . is frequently hereditary,” 
Ormsby (ed. 3). Stelwagon and Gaskill (ed. 3) make no definite statement but 
cited several reports of familial cases. According to Macleod, “in certain instances 
several members of a family were affected.” Dr. Savatard, in his paper, precedes 
the discussion of his cases by a brief review of other cases, a good majority of 
which had a positive family history. I know, for I have studied one such case in 
detail, that epithelioma adenoides cysticum is not always a familial disorder ; still 
I believe that the foregoing references amply support the statement I made that 


“ 


generally considered to be a 


it . is now generally considered to be a familial disorder. 

My report dealt little with epithelioma adenoides cysticum, because I felt that 
the case had little resemblance to the disorder described by Brooke and inde- 
disorder in which the 


“ 


pendently by Fordyce. The statement I made 
lesions do not undergo epitheliomatous degeneration” is probably open to some 





5909 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


question. Most texts shy away from any definite statement on this point, but 
Darier (ed. 4) says, “Leur dégénérescence maligne est des plus rares.” I feel it 
to be a question beyond the scope of a brief answer, but it is my opinion that the 
cases reported (Stelwagon, White and Jarisch) as undergoing malignant degenera- 
tion are open to much question. One of Dr. Savatard’s cases comes closest to 
the conditions of being an undoubted epithelioma adenoides cysticum with true 
epitheliomatous (basal cell) degeneration. Adamson has considered this question 
in detail, and I think his point of view is adequately discussed in my report. 

While I did not so state, I presume I must have implied “. . . that the 
lesions are necessarily nonpigmented,” as stated by Dr. Savatard. While pigmented 
lesions do occasionally occur in epithelioma adenoides cysticum, they are usually 
few in number, in Dr. Savatard’s case about a half a dozen, and do not constitute 
a majority of the lesions present as in the case reported. 

Added facts that I might have brought forward, but did not consider necessary, 
for not believing the reported case as one of epithelioma adenoides cysticum are: 
The elementary, smallest, and most numerous lesions were flat, brown “moles,” 
1 mm. in diameter, present as long as the patient could remember, and the larger 
lesions, including the epitheliomas, all developed from these small, brown nevi 
Such a history is not compatible with the usual one of epithelioma adenoides 
cysticum. The pathologic process in none of the four lesions removed for study 
was like that usually considered typical of Brooke’s disorder. There were no 
cornified cysts, none of the epithelial connecting strands, or no suggestion of 
origin from hair follicles as is commonly found in Brooke’s disorder. There was 
definite evidence of origin from the basal cell layer of the epidermis in the nevi 
and the epithelioma, a finding which suggested the purely descriptive title, 
“Multiple Basal Cell Epitheliomas Originating from Congenital Pigmented Basal 
Cell Nevi.” 

In addition to the literature studied, I may add that I have had the opportunity 
to study the pathologic process and observe clinically over periods of time two 
cases of typical epithelioma adenoides cysticum. One of these was familial, the 
other not, and I did not feel that the case reported was at all similar, either 
clinically or pathologically. 

I hope that this will make clear the reasons why the case was reported under 


the foregoing descriptive title. Rusex Noutann, M.D. Chicago. 





Book Reviews 


Dermatologie. By A. Sézary, Professeur agrégé a la Faculté de médecine de 
Paris, Médecin de |’'H6pital Saint-Louis. Paper. Price, 30 francs. Pp. 234, 
with 84 illustrations. Paris: Masson & Cie, 1932. 


As the author states, this book is intended for the student who is making his 
dermatologic début. It should be successful if Sézary’s advice is followed. The 
book is divided into three parts: (1) the dermatologic diagnosis, (2) the elements 
of nosology and (3) pathology of the follicles, the glands and the nails. 

The connection between dermatology and general medicine is emphasized. The 
chapter devoted to the analysis of the characters of a dermatosis is well prepared. 
It includes the site, number of lesions, form, dimensions, mode of limitation, 
color, surface, base, characters of the liquid collections or products of secretion, 
disturbances of sensibility, adenopathy, evolution, methodical scratching (Brocq), 
vitropression, odor and examination of the mucous membranes. The illustrations 
are well chosen and represent some of the more characteristic cutaneous lesions. 
This book fulfils most satisfactorily the purpose for which it was written, and it 
can be heartily recommended as an introduction to dermatology. 


Manuel pratique de dermatologie. By A. Desaux, Ancien assistant de con- 
sultation de l’Hopital Saint-Louis, and A. Boutelier, Ancien chef de laboratoire 
a l’Hopital Saint-Louis. Avec le collaboration de Pierre Brocq, Professeur 
agrégé a la Faculté, Chirurgien des Hopitaux de Paris. Volumes 1 and 2. 
Price, 260 francs. Pp. 1232, with 640 illustrations. Paris: Masson & Cie, 
1932. 


This work by two of Brocq’s pupils, to which his nephew has also contributed, 
is the latest production of the French school. As the authors state, it bears 
throughout the imprint of Brocq’s teaching, and to his memory it is appropriately 
dedicated. The first volume is largely devoted to the diagnosis of cutaneous dis- 
eases, both according to the lesions and also according to their location. There 
is also a valuable consideration of the normal skin and its reactions, followed by 
a similar description of the dermatoses and the inflammatory reactions of the 
skin. Next comes a chapter dealing with the general rules for treatment of 
cutaneous conditions. Pierre Brocq has written an excellent chapter on the use 
of surgical treatment in dermatology. The second volume deals largely with the 
various dermatoses and their individual treatment. The diagnostic portion is 
of particular interest and should be of service not only to the trained dermatologist 
but to the tyro as well. The space dedicated to the cutaneous reactions in health 
and in disease takes ample note of the latest contributions along these lines. 
There is a good chapter on syphilis. The index is most comprehensive. All in 
all, these volumes can be unhesitatingly recommended. The binding and press 
work are on a par with the rest of the work. I feel certain that if Louis Brocq 
were alive he would be thoroughly satisfied, which would be all that any one 
could ask. 


Practical Treatment of Skin Diseases, with Special Reference to Tech- 
nique. By Eduard Ahlswede, M.D. Price, $12. Pp. 770, with 77 illustra- 
tions. New York: Paul B. Hoeber, Inc., 1932. 


There is need for literature on the treatment of cutaneous diseases, and this 
work would be welcome under any circumstances. It is particularly welcome 
coming from a disciple of the great master of cutaneous therapeutics, Unna. 
The treatise, as its title implies, is a working manual of cutaneous therapeutics. 





5922 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


It is divided into two parts, first the general therapeutics of cutaneous diseases, 
and second the detailed consideration of the treatment of individual diseases of 
the skin. It is a careful, complete exposition of the subject. After the manner 
of Unna, the suggestions are often ingenious, and the directions are detailed, 
direct and explicit. It includes the latest methods of treatment, but the author 
is no faddist and has no therapeutic hobbies to ride. The position is naturally 
that of the Hamburg school, but the work is comprehensive, and there is no 
neglect of the practice of cutaneous therapeutics as carried out the world over. 
The book is well worth reading, and there is hardly a subject on which one 
cannot refresh, if not add to, one’s knowledge by referring to this work. 


Contributo alla storia della scabbia. By Dr. Ugo Faucci. Pp. 160. Siena: 
Stab. Tip. S. Bernardino, 1932. 


In 1687, Bonomo’s “Letter to Redi” gave the first accurate description of the 
itch mite accompanied by two drawings comparing it with the flour mite. The 
“Letter” also explains why the itch is treated in vain by medicines taken internally, 
and describes the external treatment which is still in use today. It is one of the 
most important documents in the history of scabies. 

The question of the authorship of the letter has interested medical historians 
for a long time, as has the question of what part Cestoni, who is mentioned by 
Bonomo, had in the discovery of the mite and its demonstration as the cause 
of scabies. 

In a recent article, which is a model of historical research and clearness of 
presentation of the results, Dr. Ugo Faucci of Livorno has thrown much new 
light on the history of the discovery of the itch mite. Faucci has found and 
publishes here the facsimile of the original letter of Bonomo (Contributo alla 
storia della scabbia: la scoperta dell’origine parassitica della scabbia, Rev. di 
storia d. sc. med. e nat. 22:153 [May-Dec.] 1931). This demonstrates that the 
published letter was compiled by Bonomo, “but as it was published it was written 
by Redi, who was pleased to rewrite it in a more genial style.” 

Cestoni is shown to have been a co-worker of Bonomo in the work of demon- 
strating the mite as the cause of scabies. 

The conclusions of the author are that “as the proofs that would better permit 
us to ascertain the truth are wanting, the discovery of the parasitic nature of the 
itch must be attributed to Bonomo and Cestoni together. To Francesco Redi, 
who had no direct part in the discovery, must be given the honor of having been 
their master, in the widest sense of the word, as he with his admirable example 
showed them the way to be followed, always stimulated their work, guided it 
with his wise advice and lent them, during and after their beneficial labor, every 
help so that it might be accomplished and therefore be known and spread.” 

There is much information on many points in the history of scabies. The 
publication covers 160 pages, of which 50 are narrative. A few pages are devoted 
to biographical notes on Bonomo. The rest of the space is taken up by notes 
from original sources and previous writers on the subject, so that practically 
all the material on which the study is based is available to the reader. The 
contents of the book are summarized at the end in German, French and English. 


Traité de la syphilis. Publie sous la direction de E. Jeanselme. Tome 
troisieme. Syphilis Acquise. Price, 220 franc. Pp. 1004, with 349 illustra- 
tions and 8 colored plates. Paris: 1932. 


The first and second volumes of this magnificent “System” were devoted to 
the history of syphilis and its laboratory study. This third volume begins the 
clinical consideration of syphilis and takes up the subject of acquired syphilis. 
The next three volumes are to be devoted to the clinical consideration of syphilis: 
volume IV, hereditary syphilis; volume V, visceral syphilis, and volume VI, 
neurosyphilis. This outline will indicate the comprehensive extent of the work. 
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BOOK REVIEWS 





[he present volume promises magnificently for the series. The contributors 
to the series in general constitute a list of the best known and most active con- 
temporary workers in the field in France, and the authors of this volume, 
leanselme, Marcel Pinard, Sézary, Milian and others, are among the most widely 
known dermatologists. The thoroughness with which the subject has been con- 
sidered is indicated by the table of contents: 

Chapter 1, “Contagion”; chapter II, “Clinical Immunity”; chapter III, 
“Syphilitic Septicemia of Primary and Secondary Syphilis”; chapter IV, “Incuba- 
tion”; chapter V, “Primary Syphilis: (4) Syphilitic Chancre; (B) Genital 
Chancre; (C) Extragenital Chancre; (D) Mixed Chancre”; chapter VI, “Secon- 
dary Syphilis”; chapter VII, “Herxheimer Reaction”; chapter VIII, “Malignant 
Precocious Syphilis”; chapter IX, “Tertiary Syphilis”; chapter X, “Juxta- 
Articular Nodes”; chapter XI, “Latent Syphilis”; chapter XII, “Syphilis Without 
Chancre”; chapter XIII, “Febrile Syphilis”; chapter XIV, “Syphilis in the Preg- 
nant Female”; chapter XV, “Syphilis in Relation to Age”; chapter XVI, “Syphilis 
in Relation to Climate’; chapter XVII, “Biotropism in Syphilis.” 

When one considers that 1,004 pages are devoted to these various subjects, 
one realizes how thorough has been their consideration. The work is monumental 
in extent and notable in its scholarship. It must take the same sort of a place 
in the literature of syphilis that the “System of Dermatology” edited by Besnier 
has in that field. One can but pay tribute, also, to the knowledge and courage 
which can conceive, produce and, not less important, find means to publish such 
a complete encyclopedia on the subject. It would not be undertaken here. We 
congratulate our French colleagues. 

The work is profusely illustrated with halftones and with colored plates, all 
of the highest quality. A word should be said for its extremely reasonable price, 
220 francs ($8). 





An Introduction to Dermatology. By Norman Walker, Kt. M.D., assisted 
by G. H. Percival, M.D. Ninth edition. Price, 20 shillings. Pp. 372, with 
100 plates and 92 illustrations. Edinburgh: W. Green & Son, Ltd., 1932. 


Here is Walker’s “Introduction to Dermatology” in a new and larger edition. 
It has been getting larger and more complete with each edition, and this edition 
is the ninth. There is not much to say about a medical book that, without being 
especially touted, has gone through nine editions. The medical profession has 
decided for itself. Walker’s work has always been one of the books in dermatology 
that has a character of its own, the reflection of an experienced, wise and full 
character. This edition shows the same qualities. Doubtless his associate, Dr. 
Percival, has done most of the detail work of the book, and he has been able 
happily to blend his personality with that of Dr. Walker. 

In order to give his judgments the superior flavor that a review should have, 
the reviewer is usually given the privilege of calling attention to some defects 
that are apparent to his trained and critical eye: The black and white illustra- 
tions in Walker’s book have never been very good; they are rather diagrammatic. 
Some of the colored illustrations, of which there are ninety-two, can also be 
criticized. Most of them, however, are good. Americans always have a prejudice 
against the way in which the English insist on differing with them in the spelling 
of certain words, such as kerb, tyre and that large group of words of which 
waggon and labour are illustrations. There is some vindictive pleasure, therefore, 
in calling attention to inconsistency of this sort: “Cheloid” is used for the text 
and for the black and white illustrations, but the colored illustration opposite 
page 354 is marked “Acne Keloid.” Such trivial criticisms, however, are childish 
and offer no real reflection on the book; they are merely an illustration of the 
ongenitally bad disposition of reviewers. The reviewer congratulates Dr. Walker 
on his indefatigable industry, and highly recommends the work. 













Directory of Dermatologic Societies * 


FOREIGN 


BRITISH ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 


J. Frederick Burgess, President, Drummond Medical Bldg., Montreal. 
B. Usher, Secretary-Treasurer, Medical Arts Bldg., Sherbrooke St., W., Montreal 
Royat Society oF MEDICINE, SECTION OF DERMATOLOGY 


A. M. H. Gray, President, 30 New Cavendish St., W. 1, London. 
H. Thompson Barron, Secretary, 53 Queen Anne St., W. 1, London. 


NATIONAL DERMATOLOGIC SOCIETIES 


AMERICAN MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 


Francis Eugene Senear, Chairman, 55 E. Washington St., Chicago. 
Harry R. Foerster, Secretary, 759 N. Milwaukee St., Milwaukee. 
Place: Milwaukee. Time: June 12-16, 1933. 

AMERICAN DERMATOLOGICAL ASSOCIATION 


Fred Wise, President, 200 W. 59th St., New York. 
W. H. Guy, Secretary, 500 Penn Ave., Pittsburgh. 
Place: Chicago. Time: 1933. 


SECTIONAL DERMATOLOGIC SOCIETIES 
BALTIMORE-WASHINGTON DERMATOLOGICAL SOCIETY 


Lee McCarthy, President, 1835 Eye St. N. W., Washington, D. C. 
M. H. Goodman, Secretary, 401 Medical Arts Bldg., Baltimore. 


CENTRAL STATES DERMATOLOGICAL ASSOCIATION 
Emmett C. Troxell, President, 74 W. Adams St., Detroit. 
William G. Saunders, Secretary, 9203 Grand River Ave., Detroit. 
Place: Detroit. Time: November 12, 1932. 

IowA AND WESTERN ILLINOIS DERMATOLOGICAL ASSOCIATION 
J. C. Kessler, President, University Hospital, lowa City, Iowa. 
Robert E. Jameson, Secretary, 201 West Second St., Davenport, Iowa. 
New ENGLAND DERMATOLOGICAL SOCIETY 


Arthur M. Greenwood, President, 416 Marlboro St., Boston. 
William P. Boardman, Secretary, 388 Marlboro St., Boston. 


SOUTHERN MEDICAL ASSOCIATION, SECTION ON DERMATOLOGY 


Emmet R. Hall, Chairman, 1001 Exchange Bldg., Memphis, Tenn. 
Dudley C. Smith, Secretary, University, Va. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date 










DIRECTORY 






STATE DERMATOLOGIC SOCIETIES 
FLORIDA SOCIETY OF DERMATOLOGY AND SYPHILOLOGY 









Chairman for each meeting is elected from city in which meeting is held. 
Frank Wilson, Secretary, 310 Greenleaf & Crosby Bldg., Jacksonville, Fla. 
Place: Jacksonville, Tampa, Miami and place of meeting of state medical society. 


Time: Quarterly. 







LouIsIANA DERMATOLOGICAL SOCIETY 





J. A. Devron, President, 150 Baronne St., New Orleans. 
M. T. Van Studdiford, Secretary-Treasurer, 912 Pere Marquette Bldg., New 
Orleans. 








MEDICAL SOCIETY OF THE STATE OF NEw YORK, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 






Paul E. Bechet, Chairman, 55 Park Ave., New York. 
Herbert H. Baukus, Secretary, 925 Delaware Ave., Buffalo. 






MEDICAL SOCIETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 


Edward F. Corson, President, Medical Arts Bldg., Philadelphia. 
Stanley Crawford, Secretary, 200, 9th St., Pittsburgh. 







MICHIGAN STATE MEDICAL SocrEety, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


Cyril K. Valade, Chairman, 1604 Eaton Tower, Detroit. 
George H. Belote, Secretary, University Hospital, Ann Arbor. 









MINNESOTA DERMATOLOGICAL SOCIETY 


H. N. Klein, President, 350 St. Peter St., St. Paul. 
D. D. Turnacliff, Secretary, 407 Medical Arts Bldg., Minneapolis. 








OKLAHOMA DERMATOLOGICAL ASSOCIATION 






William E. Eastland, President, 117 N. Broadway, Oklahoma City. 
C. L. Brundage, Secretary, 616 Medical Arts Bldg., Oklahoma City. 








TEXAS DERMATOLOGICAL SOCIETY 


W. F. Spiller, President, 922, 22 
Everett R. Seale, Secretary, 1215 Walker Ave., Houston. 








LOCAL DERMATOLOGIC SOCIETIES 


ATLANTA DERMATOLOGICAL SOCIETY 








Francis G. Jones, President, 384 Peachtree St., Atlanta, Ga. 
Charles A. Wilkins, Secretary, Medical Arts Bldg., Atlanta, Ga. 







Bronx DERMATOLOGICAL SOCIETY 





\dolph Rostenberg, Chairman, 152 E. 179th St., New York. 
Theodore Rosenthal, Secretary-Treasurer, 115 W. 86th St., 












BROOKLYN DERMATOLOGICAL SOCIETY 


B. B. Berkowitz, President, 225 Eastern Parkway, Brooklyn. 
. M. Persky, Secretary, 1750 Ocean Pkwy., Brooklyn. 


CHICAGO DERMATOLOGICAL SOCIETY 


Michael Ebert, President, 25 E. Washington St., Chicago. 
E. A. Oliver, Secretary, 55 E. Washington St., Chicago. 






596 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


CINCINNATI DERMATOLOGICAL SOCIETY 


H. Jerry Lavender, President, 716 Provident Bank Bldg., Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 
E. W. Netherton, President, Cleveland Clinic, Euclid Ave. and E. 
Cleveland. 
H. G. Miskjian, Secretary, Rose Bldg., Cleveland. 
DETROIT DERMATOLOGICAL SOCIETY 


Emmett C. Troxell, President, 74 W. Adams Ave., Detroit. 
William G. Saunders, Secretary-Treasurer, 9203 Grand River Ave., Detroit. 


Los ANGELES DERMATOLOGICAL SOCIETY 
Samuel Ayres, Jr., Chairman, 2007 Wilshire Blvd., Los Angeles. 
Louis F. X. Wilhelm, Secretary, 1401 South Hope St., Los Angeles. 
MANHATTAN DERMATOLOGIC SOCIETY 
Fred Wise, Chairman, 200 West Fifty-Ninth St., New York. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 
MONTREAL DERMATOLOGICAL SOCIETY 


J. F. Burgess, President, Drummond Medical Bldg., Montreal, Canada. 
B. Usher, Secretary-Treasurer, Medical Arts Bldg., Sherbrooke St., W., Mon- 
treal, Canada. 


New YorK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 
A. Benson Cannon, Chairman, 371 Park Ave., New York. 
Louis Chargin, Secretary, 1 W. 85th St., New York. 
New YorkK DERMATOLOGICAL SOCIETY 
George M. MacKee, President, 200 W. 59th St., New York. 
Edward R. Maloney, Secretary, 853 7th Ave., New York. 
OMAHA DERMATOLOGICAL SOCIETY 
H. C. Sumney, Chairman, 1011 W. O. W. Bldg., Omaha. 
Donald J. Wilson, Secretary, 1216 Medical Arts Bldg., Omaha. 
PHILADELPHIA DERMATOLOGICAL SOCIETY 
Jacob M. Schildkraut, Chairman, 170 W. State St., Trenton, N. J. 
Jacques P. Guequierre, Secretary, 1930 Chestnut St., Philadelphia. 
PITTSBURGH DERMATOLOGICAL SOCIETY 
Claude B. Norris, Chairman, 244 Lincoln Ave., Youngstown, Ohio. 
Frederick Amshel, Secretary, 3401 5th Ave., Pittsburgh. 
Place: Pittsburgh. Time: October, 1932. 
St. Louts DERMATOLOGICAL SOCIETY 
Richard S. Weiss, President, 3720 Washington Blvd., St. Louis. 
M. F. Engman, Jr., Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 
SAN FRANCISCO DERMATOLOGICAL SOCIETY 


Charles Schoff, President, 1127, 11th St., Sacramento, Calif. 
John M. Graves, Secretary. 909 Hyde St., San Francisco. 





